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EXECUTIVE SUMMARY 1 


Executive Summary 


Sexually transmitted diseases (STDs) are hidden epidemics of tremendous 
health and economic consequence in the United States. They are hidden from 
public view because many Americans are reluctant to address sexual health 
issues in an open way and because of the biological and social factors 
associated with these diseases. In addition, the scope, impact, and consequences 
of STDs are underrecognized by the public and health care professionals. 

Of the top ten most frequently reported diseases in 1995 in the United 
States, five are STDs. Rates of curable STDs in the United States are the highest 
in the developed world and are higher than in some developing regions. 
Approximately 12 million new cases of STDs, 3 million of them among 
teenagers, occur annually. The committee estimates that the annual direct and 
indirect costs of selected major STDs are approximately $10 billion or, if 
sexually transmitted HIV infections are included, $17 billion. Along with the 
human suffering associated with STDs, this cost is shared by all Americans 
through higher health care costs and taxes. STDs represent a growing threat to 
the nation's health and national action is urgently needed. 

The term "STD" denotes the more than 25 infectious organisms that are 
transmitted through sexual activity, along with the dozens of clinical syndromes 
that they cause. The spectrum of health consequences ranges from mild acute 
illness to serious long-term complications such as cervical, liver, and other 
cancers and reproductive health problems. Women and infants bear a 
disproportionate burden of STD-associated complications. A variety of 
women's health problems, including infertility, ectopic pregnancy, and chronic 
pelvic pain, result from unrecognized or untreated STDs. From 1973 through 
1992, more than 150,000 U.S. women died of causes associated with STDs 
(including HIV infection) 


ginal typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


etained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


Dri 


SCO- Publishing : eBook Academic Collection (EBSCOhost) - printed on 2/27/2023 11:30 PM via UNIVERSITY OF OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, William T. Butler, Thomas R. Eng.; The Hidden 
Epidemic : Confronting Sexually Transmitted Diseases 

Account: s8440683.main.ehost 


About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the 
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


EXECUTIVE SUMMARY 2 


and their complications. Women are particularly vulnerable to STDs because 
they are more biologically susceptible to certain sexually transmitted infections 
than men and are more likely to have asymptomatic infections that commonly 
result in delayed diagnosis and treatment. Active infection with STDs during 
pregnancy may result in a range of serious health problems among infected 
infants, including severe central nervous system damage and death. Adolescents 
are at greatest risk of STDs because they frequently have unprotected sexual 
intercourse, are biologically more susceptible to infection, and are likely to have 
social problems that significantly increase their risk. 

STDs are difficult public health problems because of the "hidden" nature 
of these diseases. The sociocultural taboos related to sexuality are a barrier to 
STD prevention efforts on a number of levels. Effective STD prevention efforts 
also are hampered by biological characteristics of STDs, societal problems, 
unbalanced mass media messages, lack of awareness, fragmentation of STD- 
related services, inadequate training of health care professionals, inadequate 
health insurance coverage and access to services, and insufficient investment in 
STD prevention. 

Although the barriers to STD prevention are formidable, STDs can be 
prevented by intervening at multiple points with behavioral, biomedical, and 
structural interventions on both individual and community levels. These and 
other effective interventions, however, are not being fully implemented or 
utilized. Because STDs are complex diseases that are associated with a variety 
of social issues and involve a wide spectrum of stakeholders in the community, 
a collaborative, multifaceted approach to STD prevention is essential. 


CONCLUSIONS AND RECOMMENDATIONS 


The committee concludes that an effective national system for STD 
prevention currently does not exist and, as a result, STDs are a severe health 
burden in the United States. Many components of the system need to be 
redesigned and improved through innovative approaches and_ closer 
collaborations. In addition, programs that address important gaps in the current 
fragmented system of services have not yet been designed and implemented. 
The committee's recommendations are outlined below and presented in 
complete detail in Chapter 6. 

In formulating a strategy to prevent STDs, the committee developed the 
following vision statement to guide its deliberations. 


Vision 
An effective system of services and information that supports individuals, 
families, and communities in preventing STDs, including HIV infection, and 
ensures comprehensive, high-quality STD-related health services for all 
persons. 
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EXECUTIVE SUMMARY 3 


This vision and the committee's proposed model for improving STD 
prevention are founded on a multifaceted approach to prevention, shared 
responsibility and active participation by individuals and the community, 
coordination of related programs, and adequate resources and support for 
implementation. 

To realize this vision, the committee recommends that: 


¢ An effective national system for STD prevention be established in the 
United States. 


The committee envisions a system based on national policy, coordinated at 
all levels, and composed of local, state, and national prevention programs. A 
national system is essential because STDs are a threat to the nation's health, 
because many interventions are most effectively or efficiently developed and 
implemented at the national level, and because STDs do not recognize 
geographic borders. 

To establish a national system for STD prevention, the committee 
recommends four major strategies for public and private sector 
policymakers at the local, state, and national levels: 


1. Overcome barriers to adoption of healthy sexual behaviors. 

2. Develop strong leadership, strengthen investment, and improve 
information systems for STD prevention. 

3. Design and implement essential STD-related services in innovative ways 
for adolescents and underserved populations. 

4. Ensure access to and quality of essential clinical services for STDs. 


Before describing the recommended tactics for these four strategies, the 
committee makes the following recommendations regarding two important 
concepts that need to be incorporated into a national strategy to prevent STDs: 
the impact of STDs on HIV transmission and the impact of STDs on cancer. 


¢ Improved prevention of STDs should be an essential component of a 
national strategy for preventing sexually transmitted HIV infection. 

¢ Government agencies and private organizations concerned with cancer 
prevention should support STD prevention activities as an important 
strategy for prevention of STD-related cancers. 


Strategy 1: Overcome barriers to adoption of healthy sexual 
behaviors. 


Barriers to effective STD prevention efforts include biological, social, and 
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EXECUTIVE SUMMARY 4 


structural factors. One of the primary obstacles is this country's reluctance to 
openly confront issues regarding sexuality and STDs. Failure to acknowledge 
and discuss sexuality impedes STD education programs, open communication 
between parents and their children and between sex partners, balanced 
messages from mass media, education and counseling activities of clinicians, 
community activism for STDs, and behavioral research. 


Catalyzing Change Through Open Discussion and Promoting Awareness 
and Balanced Mass Media Messages 


A new social norm of healthy sexual behavior should be the basis for long- 
term prevention of STDs. This is because in one way or another all 
interventions to prevent STDs are partly dependent on, and must be integrated 
with, healthy behaviors. In order for societal norms regarding sexual behavior 
to change, open discussion of and access to information regarding sexual 
behaviors, their health consequences, and methods for protecting against STDs 
must occur. Therefore, the committee believes that a significant national 
campaign to foster social change toward a new norm of healthy sexual behavior 
in the United States is necessary. An independent entity is needed to promote a 
social norm of healthy sexual behavior because, based on experience with past 
initiatives, limitations on government agencies regarding public education 
programs related to sexuality are particularly problematic. 

Lack of awareness regarding STDs and misperception of individual risk 
and consequences are major barriers to healthy sexual behavior, especially 
among adolescents and young adults. Lack of open communication and 
information regarding sexuality and STDs fosters misperceptions and may 
actually encourage high-risk sexual behaviors. Increased awareness regarding 
STDs should result in increased individual motivation to prevent STDs and 
should improve the detection and management of STDs by clinicians. A 
national campaign to increase public and health care provider awareness of 
STDs requires active participation of both private and public agencies and 
organizations to succeed. 

Despite their current lack of involvement in promoting healthy sexual 
behaviors, the mass media can be extremely powerful allies in efforts to prevent 
STDs by increasing knowledge and changing behavior. Mass media messages 
that promote healthy sexual behaviors will facilitate needed changes in social 
norms regarding sexual behaviors because mass media help define these norms. 
Children and adolescents are particularly exposed and susceptible to explicit 
and implicit messages in such media. Many adolescents are not receiving 
appropriate information regarding STDs and sexual behavior from their parents 
or other sources. Therefore, mass media companies should disseminate 
information regarding STDs and healthy sexual behaviors, including delaying 
sexual intercourse and using condoms, with a special focus on reaching 
adolescents and 
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EXECUTIVE SUMMARY 5 


young adults. Comprehensive public health messages regarding STDs, 
including HIV infection; sexual abuse; and unintended pregnancy are essential. 

With respect to the above issues, the committee makes the following 
recommendations: 


e An independent, long-term, national Campaign should be established 
to (a) serve as a catalyst for social change toward a new norm of 
healthy sexual behavior in the United States; (b) support and 
implement a long-term national initiative to increase knowledge and 
awareness of STDs and promote ways to prevent them; and (c) develop 
a standing committee to function as an expert resource and to develop 
guidelines and resources for incorporating messages regarding STDs 
and healthy sexual behaviors into all forms of mass media.! 

¢ Television, radio, print, music, and other mass media companies should 
accept advertisements and sponsor public service messages that 
promote condom use and other means of protecting against STDs and 
unintended pregnancy, including delaying sexual intercourse. 


Improving Professional Skills in Sexual Health Issues 


It is important that clinicians and other professionals develop knowledge 
and awareness of sexual health issues and become comfortable discussing them. 
This will enable clinicians to utilize clinical opportunities to effectively counsel 
patients regarding healthy sexual behaviors, and therefore improve clinical care 
for STDs. Communicating effectively with patients regarding sexual health is a 
particularly critical skill for clinicians and other professionals, but most are not 
adequately trained in communication and counseling skills. 

With respect to the above issues, the committee makes the following 
recommendation: 


¢ The Health Resources and Services Administration, health professional 
schools and associations, and schools and associations for training 
educators should support comprehensive sexuality training for health 
care professionals, educators, and researchers in order to increase 
their comfort working with sexual health issues and to increase their 
effectiveness in sexual behavior counseling. 


Supporting Sexual Health Behavior Research 


Population-based surveys and studies of STD-related health behaviors are 


' This recommendation condenses three recommendations presented in Chapter 6. 
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EXECUTIVE SUMMARY 6 


critical for monitoring population trends in health behaviors, developing 
effective interventions, and evaluating program effectiveness. Such research, 
however, has been severely criticized by some policymakers and interest 
groups. This committee, while recognizing the sincere concerns expressed, 
strongly believes that research regarding STD-related health behaviors, 
especially among adolescents, is critical to STD prevention. Federal funding 
and support for sexual health behavior research is essential. The committee 
found no evidence that asking questions regarding sexual activity increases 
sexual activity among survey respondents. Restrictions on collecting behavioral 
information from adolescents would seriously jeopardize behavioral research 
and the ability to prevent high-risk behaviors among adolescents. The 
committee also believes that the objectivity and integrity of the peer-review 
process for scientific research should be protected. 

With respect to the above issues, the committee makes the following 
recommendation: 


¢ The National Institutes of Health and other federal agencies should 
continue to support research on health behaviors, including sexual 
behaviors, and their relationship to STDs. 


Strategy 2: Develop strong leadership, strengthen 
investment, and improve information systems for STD 
prevention. 


Developing Leadership and Catalyzing Partnerships 


To build an effective national system, highly visible and strong leadership 
and support are needed from both the public and private sectors, and especially 
from elected officials. Among public agencies, the Department of Health and 
Human Services, especially the Centers for Disease Control and Prevention 
(CDC), and state and local health departments have critical leadership roles. 
The public sector must continue to play a major role in preventing STDs, but 
does not have the resources or the organizational reach to fully implement a 
national system of STD-related services. The private sector must therefore take 
more responsibility. 

The barriers to an effective national system for STD prevention are found 
in government, private sector organizations, and political factors and social 
norms. Overcoming these barriers is a challenge that requires the active 
participation of all levels of government, the private health care sector, 
businesses, labor leaders, the mass media, schools, and many community-based 
organizations. In developing and implementing a national system for STD 
prevention, it is important that stakeholders be involved in all steps of the 
process; however, a formal mechanism for collaboration among agencies and 
organizations does not exist. Therefore, 
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EXECUTIVE SUMMARY 7 


a neutral forum is needed to maximize the range of participants and to catalyze 
the collaborative process. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ Private sector organizations and clinicians should assume more 
leadership and responsibility for STD prevention. 

¢ Federal, state, and local governments, through the leadership of their 
respective health agencies, should ensure that all persons have access 
to comprehensive, high-quality STD-related services.” 

¢ An independent, long-term national Roundtable should be established 
as a neutral forum for public and private sector agencies and 
organizations to collaboratively develop and implement a 
comprehensive system of STD-related services in the United States. 


Strengthening Investment 


To establish an effective system of STD prevention, a substantially greater 
investment from both the public and private sectors is needed. The current 
national public investment in STD prevention is not commensurate with the 
health and economic costs of STDs. The committee estimates that only $1 is 
invested in STD prevention for every $43 spent on the STD-associated costs 
every year. Similarly, only $1 is invested in biomedical and clinical research for 
every $94 in STD-related costs. For every $1 spent on early detection and 
treatment of chlamydial infection and gonorrhea, $12 in associated costs could 
be saved. Investing in preventive services and research will avert substantial 
human suffering and save billions of dollars in treatment costs and lost 
productivity. Additional funding for STD prevention should come from local, 
state, and federal governments and from the private sector. Private health plans, 
in particular, need to increase support for STD-related services that benefit their 
enrolled population, and ultimately benefit the health plan's financial status. In 
addition, because STDs are emerging infections and a global public health 
problem, the United States has a national interest in preventing STDs 
worldwide. Despite the problems in the current system of categorical funding 
for STDs, moving to a system of block grants for STDs would have a 
devastating impact on STD prevention because STDs will fare poorly in 
competing with other more visible and "acceptable" health conditions for 
funding. 

With respect to the above issues, the committee makes the following 
recommendations: 


? This recommendation condenses three recommendations presented in Chapter 6. 
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¢ Federal, state, and local elected officials should provide additional 
funding for STD prevention. 

¢ The CDC should retain and immediately redesign categorical funding 
for STD programs. 

¢ The federal government, through the Department of Health and 
Human Services and the U.S. Agency for International Development, 
and international organizations, such as the World Health 
Organization and the World Bank, should provide resources and 
technical assistance to global efforts to prevent STDs. 


Improving Surveillance and Other Information Systems 


National surveillance and other information systems for STDs are 
important in monitoring and evaluating a national system for prevention. Data 
from these information systems are critical to long-term program planning as 
well as to day-to-day management of programs. The current surveillance system 
needs enhancement because it does not give accurate estimates of disease 
incidence. This is because not all persons with STDs seek medical care and 
because many clinical encounters with health care professionals, especially in 
private sector settings, are not reported. It is critical that a systematic, 
comprehensive evaluation of the national surveillance system be conducted to 
describe the attributes of the system and to provide guidance for future 
improvements. STD surveillance systems should include and link information 
from public sector, community-based, and private health care professionals. 
Special emphasis should be placed on educating clinicians about reporting and 
on collaborating with and collecting data from private sector providers, 
including health plans. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ The CDC should lead a coordinated national effort to improve the 
surveillance of STDs and their associated complications and to 
improve the monitoring of STD prevention program effectiveness. 

¢ Federal, state, and local STD programs should encourage and provide 
technical assistance to employers and other purchasers of health care 
(including Medicaid programs), managed care organizations and other 
health plans, and other health care professionals to develop and utilize 
information systems that effectively integrate preventive services 
performance data with community health status indicators and STD 
program data. 

¢ STD-related performance measures should be included in the Health 
Plan Employer Data Information Set (HEDIS) and other health 
services performance measures to improve  quality-assurance 
monitoring of STDs. 
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EXECUTIVE SUMMARY 9 


Strategy 3: Design and implement essential STD-related 
services in innovative ways for adolescents and underserved 
populations. 


Adolescents and underserved populations require special emphasis in an 
effective national system for STD prevention because they are at high risk for 
STDs and they do not have adequate access to STD-related services. Innovative 
methods for delivering STD-related services to such populations should 
immediately be designed and implemented because these groups are difficult to 
reach through traditional clinical settings and approaches. 


Focusing on Prevention 


A national strategy for STDs should emphasize prevention because 
averting illness is desirable, many STDs are incurable, and STD-related 
complications may be irreversible. Effective prevention programs are usually 
the result of extensive research and evaluation and continuous quality 
improvement. They should be regularly modified based on the epidemiology of 
STDs and continuous evaluation of programs. Prevention-related research 
allows program managers and policymakers to maximize the effectiveness of 
interventions and available resources. Areas of prevention-related research that 
should be emphasized include determinants of sexual behavior and sustained 
behavior change; determinants of initiation of sexual intercourse among 
adolescents; influence of social and other community-related factors on risk of 
STDs; interventions to improve condom use and reduce high-risk behaviors; 
effectiveness of sexual risk behavior assessment and counseling; biomedical 
interventions that do not rely primarily on individual behavior, such as 
vaccines; female-controlled prevention methods; cost-effectiveness of 
interventions; methods for preventing STDs among _ disenfranchised 
populations; interventions for preventing STDs among persons of all sexual 
orientations; and methods to assess prevention program effectiveness. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ The National Institutes of Health and the CDC should continue to 
support and expand both basic and applied research in STD prevention. 

¢ The National Institutes of Health, the Food and Drug Administration, 
and pharmaceutical, biotechnology, and medical device companies 
should collaboratively develop effective female-controlled methods for 
preventing STDS. 
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Focusing on Adolescents 


Although many of the severe health consequences of STDs manifest 
themselves among adults, these complications usually result from infections 
acquired or health behaviors initiated during adolescence. By the twelfth grade, 
nearly 70 percent of adolescents have had sexual intercourse, and 
approximately one-quarter of all students have had sex with four or more 
partners. Therefore, a national strategy to prevent STDs needs to focus on 
adolescents. The committee believes that adolescents should be strongly 
encouraged to delay sexual intercourse until they are emotionally mature 
enough to take responsibility for this activity. However, most individuals will 
initiate sexual intercourse during adolescence, and they should have access to 
information and instruction regarding STDs (including HIV infection) and 
unintended pregnancy and methods for preventing them. 

Many school-based programs and mass media campaigns are effective in 
improving knowledge regarding STDs and in promoting healthy sexual 
behaviors, and these two interventions should be major components of an STD 
prevention strategy. The committee believes that there is strong scientific 
evidence in support of school-based programs for STD prevention, that 
adolescence is the critical period for adopting healthy behaviors, and that 
schools are one of the few venues available to reach adolescents. Given the high 
rates of sexual intercourse among adolescents and the significant barriers that 
hinder the ability of adolescents to purchase and use condoms, condoms should 
be available in schools as part of a comprehensive STD prevention program. 
There is no evidence that condom availability or school-based programs for 
sexuality or STD education promote sexual activity. 

STD-related clinical services for adolescents, including hepatitis B 
immunization, should be expanded through school and student health clinics, 
because adolescents are less likely than adults to have health insurance and they 
infrequently use regular health care facilities. Adolescents who are not enrolled 
in school also need access to clinical services. Because confidentiality is a 
major concern for adolescents, they should be able to consent to STD-related 
services without parental knowledge. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ A major part of a national strategy to prevent STDs should focus on 
adolescents, and interventions should begin before sexual activity is 
initiated, which may be before adolescence is reached. Interventions 
should focus on preventing the establishment of high-risk sexual 
behaviors. 

¢ All health plans and health care providers should implement policies in 
compliance with state laws to ensure confidentiality of STD- and 
family-planning-related services provided to adolescents and other 
individuals. 

¢ All school districts in the United States should ensure that schools 
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EXECUTIVE SUMMARY 11 


provide essential, age-appropriate STD-related services, including 
health education, access to condoms, and readily accessible and 
available clinical services, such as school-based clinical services, to 
prevent STDs. 

e All health plans, clinicians, and publicly sponsored health clinics 
should provide or arrange for hepatitis B immunizations for their 
infant, adolescent, and adult patients according to the Advisory 
Committee on Immunization Practices (ACIP) guidelines. Given the 
difficulty in reaching adolescents in health care settings, public health 
officials should ensure that adolescents who are not immunized in 
health care settings are immunized through school-based or other 
community programs. 


Establishing New Venues for Interventions 


Although services for disenfranchised groups, including substance users, 
sex workers, the homeless, prisoners, and migrant workers, do not have popular 
support, these populations represent reservoirs of infection for the entire 
community. Innovative methods and alternate venues for intervention are 
needed because these groups are difficult to reach through traditional health 
care settings. Nontraditional venues for delivering STD-related services, such as 
prisons, drug treatment clinics, the streets, and other sites where high-risk 
persons gather, are appropriate sites for preventive services. Health departments 
should establish linkages with programs that serve populations at high risk for 
STDs, and government agencies should coordinate their various STD-related 
programs, because the lack of coordination and unevenness of services have 
resulted in critical gaps in service coverage. To contain persisting epidemics of 
STDs among disenfranchised persons, new biomedical, epidemiological, and 
behavioral tools should be developed collaboratively by the public and private 
sector. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ Federal, state, and local agencies should focus on reducing STDs 
among disenfranchised populations (e.g., substance users, persons in 
detention facilities, sex workers, the homeless, migrant workers). 

¢ Prisons and other detention facilities should provide comprehensive 
STD-related services, including STD prevention counseling and 
education, screening, diagnosis and treatment, partner notification and 
treatment, and methods for reducing unprotected sexual intercourse 
and drug use among prisoners. 

¢ The National Institutes of Health, the Food and Drug Administration, 
and the CDC should work with pharmaceutical and biotechnology 
companies to develop improved STD diagnostic tools (e.g., rapid saliva 
and urine tests) that are suitable for use in nontraditional health care 
settings (e.g., prisons, mobile clinics, the streets). 
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EXECUTIVE SUMMARY 12 


Strategy 4: Ensure access to and quality of essential clinical 
services for STDs. 


Both public and private sector clinical services for STDs are currently 
fragmented, inadequate, and, sometimes of poor quality. This situation leads to 
coverage gaps, inadequate access to services, and ineffective clinical care. 


Ensuring Access to Services in the Community 


Access to services is facilitated by expanding the availability of STD- 
related services through primary care and by coordinating services at the local 
level. Universal and timely access to curative and preventive services are 
supported by eliminating financial barriers to obtaining health services, 
minimizing other barriers, ensuring that patients are not stigmatized, and 
ensuring that services are culturally appropriate. Given the broad spectrum of 
risk groups, access to STD-related services in multiple settings—including 
private sector clinics, family planning clinics, prenatal clinics, adolescent and 
school-based clinics, HIV clinics, community health centers, and other settings 
not traditionally targeted by STD programs—is important. STD-related services 
need to be incorporated into primary care because primary care fosters ongoing 
relationships between the clinician and the individual, increasing the likelihood 
of effective preventive interventions and early detection of STDs. In addition, 
incorporating STD-related services into primary care may increase access to 
and improve quality of STD-related care. 

Each community has responsibility for ensuring universal access to 
comprehensive STD-related services. However, because communities differ 
widely in their health needs and capacity to support a system of STD-related 
services, the organization of community STD-related services should be tailored 
to local needs and conditions. Depending on local situations, health departments 
should incorporate STD-related services into public and private primary health 
care services. Depending on epidemiologic patterns, health insurance coverage, 
population density, and other community characteristics, they may continue to 
support dedicated public STD clinics, or may shift such services to community- 
based clinics or the private sector. 

With respect to the above issues, the committee makes the following 
recommendations: 


* Comprehensive STD-related services should be incorporated into 
primary care, including reproductive health services. 

¢ Local health departments, with the assistance of the state health 
department and in consultation with the community, should determine 
how to provide high-quality, comprehensive STD-related clinical 
services that meet federal and state quality standards most effectively 
in their communities. 
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EXECUTIVE SUMMARY 13 


Improving Dedicated Public STD Clinics 


There is wide variation in the quality, scope, accessibility, and availability 
of services provided by dedicated public STD clinics, and these clinics need 
significant improvement. Many local health departments operate dedicated 
public STD clinics that are isolated from other public health and clinical 
services and for which quality monitoring and assessment have not been 
priorities. The committee supports incorporating STD-related services in 
primary care settings, but it also believes that dedicated public STD clinics 
should continue to be an important component of STD prevention. In some 
situations these clinics are the primary providers of STD-related services for the 
uninsured and provide an important focus for STD prevention in the 
community. In all cases, health departments operating dedicated public STD 
clinics should ensure that these clinics collaborate with community-based health 
clinics (including family planning clinics and school-based programs), 
university and hospital medical centers, and private sector health care 
professionals to improve access and quality of care. Standards to maintain 
access to confidential services and to monitor quality should be developed for 
STD-related services provided by public STD clinics, health plans, and public- 
private sector arrangements. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ Based upon local conditions and health department determination, 
dedicated public STD clinics should continue to function as a ''safety 
net" provider of STD-related services for uninsured and 
disenfranchised persons and for those who prefer to obtain care from 
such clinics. 

¢ The CDC, in collaboration with state and local health departments, 
should ensure that services provided by dedicated public STD clinics 
are of high quality. 

¢ Health professional schools, including schools of medicine, nursing, and 
physician assistants, should partner with a local health department for 
purposes of STD clinic staffing, management, and professional training. 


Involving Health Plans and Purchasers of Health Care 


The committee believes that if certain concerns are adequately addressed, 
there is substantial potential for managed care to improve the quality of and 
access to STD-related services. Compared with other health plans, the structure 
and resources of most managed care organizations allow for improved 
coordination and integration of care, accountability of services, incentives to 
provide preventive services, and monitoring of service quality. However, the 
current performance of managed care in STD prevention has not yet lived up to 
its potential. With very few exceptions, STDs are not high priorities among health 
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plans, and few are involved in activities to prevent STDs in the larger 
community beyond plan members. Managed care organizations and other health 
plans should take more responsibility for providing STD prevention services, 
both among plan members and in the community in which they operate. By 
supporting such activities among plan members and in the community, 
significant health care costs associated with serious complications of STDs will 
be averted; health plan members will be less likely to be exposed to infected 
partners or to acquire reinfections; and long-term complications of STDs will be 
prevented among current and future plan members in the community. 
Employers, government agencies, and other purchasers of health care services 
are vital to ensuring that health plans provide comprehensive, high-quality STD- 
related services. Most local health departments have not developed billing 
arrangements with health plans; since most public sector providers are not in 
managed care networks, their services are considered to be "out of plan" and not 
reimbursable. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ Health plans should provide for or cover comprehensive STD-related 
services, including screening, diagnosis and treatment, and counseling 
regarding high-risk behavior for plan members and their sex partners , 
regardless of the partners' insurance status. 

¢ Federal, state, and local health agencies should educate employers, 
Medicaid programs, and other purchasers of health care regarding the 
broad scope and impact of STDs and the effectiveness of preventive 
services for STDs. 

¢ Health plans, including managed care organizations, should develop 
collaborative agreements with local public health agencies to 
coordinate STD-related services, including payment for STD-related 
services provided to plan enrollees by public sector providers, 
including public STD clinics. 


Improving Training and Education of Health Care Professionals 


Well-trained primary care clinicians are essential for effective STD 
diagnosis and treatment. The current system of clinical training for health care 
professionals, however, is inadequate in preparing clinicians to effectively 
manage patients with STDs. Inadequate professional training contributes to the 
widespread tendency of clinicians to oversimplify and underestimate the 
importance of STDs. Familiarity with population-based health promotion and 
disease prevention techniques, skills in evidence-based clinical decision 
making, and patient communication skills are all essential for every clinician. 
STD training programs should be expanded at the primary care level to improve 
clinician skills in both public and private settings to effectively prevent, 
diagnose, and treat patients with 
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STDs. Other factors that influence a clinician's ability to provide comprehensive 
services, including practice format constraints, also need to be addressed. 

With respect to the above issues, the committee makes the following 
recommendation: 


¢ The training of primary care providers should be improved by focusing on 
core clinical competencies, expanding training opportunities, gaining 
additional federal support, and monitoring and improving STD-related 
education.* 


Improving Clinical Management of STDs 


Major components of effective clinical management of STDs include 
screening, diagnosis and treatment, risk reduction counseling and education, 
identification and treatment of partners, and access to quality laboratory 
services for STDs. Screening allows for the detection of infected persons who 
would otherwise remain undetected, develop complications of STDs, and 
transmit the infection to their sex partners. Screening for STDs is cost-effective 
and sometimes cost-saving. Some screening programs, however, such as 
mandatory premarital testing for syphilis, are not cost-effective and contribute 
little to STD prevention. Therefore, screening should be appropriately focused 
and should be based on surveillance data and knowledge of the populations or 
prevalence of STDs. Screening programs for STDs such as chlamydial infection 
need to be expanded, because such programs can dramatically reduce rates of 
STD-related complications. Family planning clinics, prenatal clinics, and other 
settings where obstetric or gynecological care is available should screen and 
treat women and their partners for STDs. 

With respect to the above issues, the committee makes the following 
recommendations: 


¢ All primary care providers, including managed care organizations and 
other health plans, should implement the recommendations of the U.S. 
Preventive Services Task Force and the CDC regarding clinical 
screening and management of STDs. 

¢ States that still have laws requiring premarital syphilis testing as a 
condition for marriage licenses should repeal these laws. 


National treatment guidelines for STDs help promote appropriate therapy 
for STDs. However, because there is limited awareness of and compliance with 
these guidelines, especially among private sector health care professionals, such 
guidelines 


3 This recommendation condenses a detailed recommendation presented in Chapter 6. 
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should be more widely disseminated. Single-dose therapy for bacterial STDs is 
important in preventing STDs because it averts the problems of ineffective 
treatment associated with the failure of infected individuals to return for 
subsequent treatment or to take multiple doses of drugs. 

With respect to the above issues, the committee makes the following 
recommendations: 


e All clinicians should follow STD treatment guidelines recommended by the 
CDC and national medical professional organizations. 

e Single-dose therapy for bacterial and other curable STDs should be 
available and reimbursable in all clinical settings where STD-related 
clinical care is routinely provided to populations in which treatment 
compliance or follow-up are problems. 


Risk reduction counseling and education of patients during routine clinical 
encounters and during evaluations for potential STDs is an important 
component of clinical management. Focused counseling in both specialized and 
general clinical settings has substantial potential for changing STD-related 
behaviors, particularly for adolescents and other high-risk groups. Major 
barriers that hinder clinicians from providing counseling that need to be 
addressed include inadequate training in counseling, lack of time allocated for 
counseling, and lack of reimbursement for such services. 

With respect to the above issues, the committee makes the following 
recommendation: 


e All health care professionals should counsel their patients during routine 
and other appropriate clinical encounters regarding the risk of STDs and 
methods for preventing high-risk behaviors. Counseling for STDs, 
including HIV infection, should be reimbursed without copayments or 
other financial disincentives by Medicaid programs, managed care 
organizations, and other health plans. 


Current methods of partner notification are inefficient and extremely 
resource-intensive and should be redesigned. The optimal combination of 
activities that are most effective in reaching partners at risk for STDs will vary 
depending on the local epidemiology of STDs, available staff and other 
resources, and the spectrum of local health care professionals providing STD- 
related care. STD programs need to develop new strategies and techniques for 
community outreach in partnership with other professionals rather than relying 
solely on public sector staff. 
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With respect to the above issues, the committee makes the following 
recommendation: 


¢ State and local health departments, with the assistance of the CDC, should 
redesign current partner notification activities for curable STDs in public 
health clinics to improve outreach, mobilize public health staff in new 
ways, and enlist support from community groups or other programs that 
provide services to high-risk populations. 


Partner diagnosis and treatment should be provided as part of standard 
STD-related care, regardless of the clinical setting. The committee believes that 
health plans and clinicians have an ethical and public health obligation to ensure 
that sex partners of infected patients are appropriately identified, screened, and 
treated, regardless of health insurance status. This belief is based on the concept 
that health plans have a responsibility to improve the health of the communities 
from which they draw their revenue and that treating partners is in both the 
short- and long-term interest of the health plan. By treating partners, the health 
plan ensures that plan members will not be reinfected, and the reservoir of 
infection in the community will be reduced. 

With respect to the above issues, the committee makes the following 
recommendations: 


e All health plans and clinicians should take responsibility for partner 
treatment and provide STD diagnosis and treatment to sex partners of plan 
members or others under their care as part of standard clinical practice. 
Diagnosis and treatment of partners should be reimbursable by third-party 
payers, including Medicaid, or by the partner's health plan if he or she is 
insured. 

¢ Public sector laboratories should be reimbursed for STD-related laboratory 
tests performed on persons who have private health insurance coverage. 
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1 


Introduction and Background 


Sex is a normal human function that can involve the expression of love and 
emotional feelings, and does provide a means for reproduction. Sexual 
intercourse, however, is not without potential harmful or unintended 
consequences. Two major potential health consequences of sexual intercourse 
are unintentional pregnancy and sexually transmitted diseases (STDs), 
including HIV infection. These harmful consequences can be dramatically 
reduced through effective prevention programs and by openly confronting these 
problems on a national level. A previous Institute of Medicine (IOM) report has 
described the national epidemic of unintentional pregnancies and recommended 
a strategy for prevention (IOM, 1995a). The current report focuses on the 
hidden epidemic of STDs in United States and presents a national strategy for 
how these diseases can be confronted on many levels.! 


' The committee considers STDs to be "epidemic" (i-e., the occurrence of disease in 
excess of that normally expected) in the United States for the following reasons. While 
some STDs seemed to be declining in the last several years (e.g., gonorrhea), other STDs 
are increasing (e.g., genital herpes, heterosexually transmitted HIV infection) and are 
epidemic in the general population (Wasserheit and Aral, 1996). Rates of many STDs, 
especially viral STDs, are higher than they were three decades ago (CDC, DSTDP, 
1996). Among the reportable diseases, five of the top ten most frequently reported 
diseases are STDs (CDC, 1996). In some population groups (e.g., drug users and their 
partners, and certain racial and ethnic groups), rates of certain STDs are clearly much 
higher than in the general population. In addition, if STD rates in other developed 
countries (i.e., western and northern European countries, Canada, Japan, and Australia) 
are used as the basis for comparison, then STDs are epidemic in the United States. 
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The genesis of this study lies in the following observations regarding STDs 


in the United States: 


With approximately 12 million new cases of STDs occurring annually 
(CDC, DSTD/HIVP, 1993), STDs are some of the most commonly 
reported diseases in the United States and affect all population groups 
(CDC, 1994). The scope of the STD epidemic, however, remains 
underappreciated, and the epidemic is largely hidden and excluded from 
public discourse. 


¢ There is a general lack of public awareness and knowledge regarding STDs. 


Some STDs are initially asymptomatic but may cause serious health 
problems years after infection. The lag between initial infection and serious 
complications contributes to the lack of awareness of the impact of STDs. 
Surveys show that public awareness and knowledge regarding STDs, even 
among persons at high risk, is dangerously low (ASHA, 1995; EDK 
Associates, 1995). However, there has not been a comprehensive national 
public education campaign for STDs. 

STDs can lead to long-term health consequences that are often irreversible 
and are costly in both human and economic terms. Potential health 
consequences include serious long-term complications such as cervical and 
liver cancer and infertility (Holmes and Handsfield, 1994). STDs during 
pregnancy may result in fetal death or significant physical and 
developmental disabilities, including mental retardation and blindness 
(Brunham et al., 1990). In addition, the economic consequences of STDs 
are substantial (IOM, 1985; Washington et al., 1986; Washington et al., 

1987; Washington and Katz, 1991), but neither the health nor economic 
impact of STDs is widely recognized. 

Women are particularly vulnerable to STDs because they are more 
biologically susceptible to certain sexually transmitted infections than men 
and because they are more likely to have asymptomatic infections that 
result in delayed diagnosis and treatment (Aral and Guinan, 1984; Cates, 
1990). In addition, women develop more serious sequelae and long-term 
complications compared to men. The disproportionate impact of STDs on 
the health of women, however, is not widely understood. 

Adolescents and young adults are at greatest risk of acquiring an STD. 
Every year, approximately 3 million teenagers acquire an STD, and many 
of them will have long-term health problems as a result (CDC, DSTD/ 
HIVP, 1993). Approximately two-thirds of persons who acquire STDs are 
under age 25. Despite the fact that high-risk sexual behaviors are usually 
initiated during adolescence, STD prevention efforts for adolescents in the 
United States remain unfocused and controversial. 

Campaigns to increase public awareness of STDs and_ behavioral 
interventions to promote condom use and other healthy behaviors have 
been implemented with varying success. Obstacles to effective prevention 
efforts include behavioral impediments, sociocultural taboos, and 
inadequate, sometimes conflicting, 
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sources of public information. These barriers have not been systematically 
addressed and require innovative solutions. 

¢ Prevention of STDs has important implications for HIV prevention. Studies 
show that STDs enhance the risk of sexually transmitted HIV infection 
(Cameron et al., 1989; Plummer et al., 1991; Wasserheit, 1992; Laga et al., 
1993). The role and impact of improved STD prevention on HIV 
transmission needs to be included in national HIV prevention strategies. 

¢ Many physicians and other health care professionals do not have adequate 
skills or training to obtain an accurate sexual history, diagnose and treat 
STDs, or counsel patients regarding high-risk sexual behavior (Stamm et 
al., 1982; Merrill et al., 1990; Boekeloo et al., 1991; MacKay et al., 1995). 
In addition, training and education programs for health care professionals 
in STD clinical management are inadequate. 

« Many screening and treatment services for STDs are currently provided 
through dedicated public STD clinics that are operated by public health 
departments. These STD programs traditionally have been oriented towards 
diagnosis and treatment but not towards prevention by behavioral 
interventions. The focus and role of these clinics have not been reexamined 
in light of recent developments in the delivery of health services and the 
epidemiology of STDs. 

¢ Changes in health care delivery and financing, especially the national trend 
towards managed care, coupled with recent initiatives to shift Medicaid 
populations into managed care plans, may have a significant impact on the 
delivery of public health services, including STD-related services. Roles 
and responsibilities of the public and private health sectors and of primary 
care professionals in providing these services need to be redefined. 


In light of these developments, the IOM convened the 16-member 
Committee on Prevention and Control of Sexually Transmitted Diseases to 
examine these issues. Committee members include nationally recognized 
experts in one or more of the following fields: epidemiology, behavioral and 
social sciences, infectious diseases, public health, pediatrics, women's health, 
STD program management, family planning, health services administration, and 
health care policy. The committee was charged to "(a) examine the 
epidemiological dimensions of STDs in the United States and factors that 
contribute to the epidemic; (b) assess the effectiveness of current public health 
strategies and programs to prevent and control STDs;? and (c) provide direction 
for future public health programs, policy, and research in STD prevention and 
control. *" 


2 Although the committee examined the effectiveness of major strategies and 
programs in STD prevention, it did not conduct a systematic, in-depth evaluation of 
every STD-related program in the public and private sector. In this report, the committee 
focuses its discussions on effective strategies and highlights major effective programs. 

3 The terms "STD prevention" and "STD control" have been traditionally used by 
public health 
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Although public recognition of AIDS and the public health response to the 
disease were initially very poor (IOM, 1986), it is now probably the most 
recognized STD in the United States. Because HIV prevention is relatively 
better funded and HIV prevention efforts are more visible compared to other 
STDs, the committee was charged to focus its study on STDs other than HIV 
infection. However, because the prevention of sexually transmitted HIV 
infection and other STDs are inextricably linked, the committee presents 
information on and provides recommendations concerning HIV infection as it 
relates to other STDs in this report in the following areas: costs of sexually 
transmitted HIV infections (Chapter 2), biological and epidemiological 
relationship between HIV infection and other STDs (Chapter 2), prevention 
efforts for sexually transmitted HIV that may be relevant for other STDs 
(Chapter 4), coordination of STD and HIV programs (Chapter 6), and 
coordination of interventions related to sexually transmitted HIV infection and 
other STDs (Chapter 6). A comprehensive analysis and discussion of HIV 
prevention beyond its relationship with other STDs is outside the charge of this 
committee, and this issue has been addressed by other IOM committees. 
Readers who desire additional information regarding national policy regarding 
the prevention of HIV infection should consult recent studies conducted by the 
IOM and the National Research Council (NRC, 1990, 1991, 1993; IOM, 1991, 
1994, 1995b; NRC, IOM, 1995). 


STUDY METHODS 


During the 18-month course of the study, the full committee met five 
times. To directly observe how STD-related services are delivered on the local 
level, the committee conducted site visits to public STD clinics and other STD 
programs in Atlanta and Chicago in the summer of 1995. During these visits, 
staff of these STD clinics and programs described their activities, provided 
perspectives on the adequacy and effectiveness of existing services, and 
suggested ways to improve current efforts against STDs. 

The committee also conducted two workshops during this study. The first 
was a public workshop held in Washington, D.C., in July 1995 to examine the 
potential impact of STDs on HIV transmission. The committee invited various 


workers without clear distinction. These terms have been commonly used to refer to 
behavioral interventions (e.g., counseling for behavior change), treatment of 
symptomatic disease, and other interventions that prevent the spread of infection (e.g., 
partner notification). The committee believes that most interventions for STDs both 
"prevent" and "control" STDs, and all prevent acquisition or transmission of STDs in a 
population. Essentially, effective prevention of STDs brings STDs under control. 
Therefore, in this report, the committee uses the term "STD prevention" rather than 
"STD prevention and control" to encompass all interventions, whether behavioral, 
curative, environmental, or otherwise, that are needed to reduce the spread of infection in 
a population. 
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experts, representing a broad array of disciplines, to present data and 
perspectives. The main purpose of the workshop was to examine the 
inextricable links between HIV infection and other STDs. Issues discussed 
included the biological and epidemiological relationships between other STDs 
and HIV infection, the potential impact of reducing STDs on HIV transmission, 
and integration of preventive strategies for STDs and HIV infection. 

The second workshop, held in the Los Angeles area in November 1995, 
was a workshop to explore the potential role of managed care organizations in 
the prevention of STDs. The committee invited a small number of 
representatives from managed care organizations, public health agencies, and an 
employer-purchaser coalition to advise the committee on potential roles and 
responsibilities of the public and private health care sectors in STD prevention. 
Because data regarding STD-related services in managed care organizations are 
limited, the committee subsequently conducted a brief survey of managed care 
organizations to collect information regarding STD-related services. 

During the course of the study, the committee identified several critical 
issues that were not adequately addressed by published scientific literature and 
other available data. Accordingly, the committee commissioned papers from 
several national and international experts on the economic costs of STDs, the 
epidemiology of substance use and STDs, the potential impact of reducing 
STDs on HIV transmission in the United States, and the theoretical basis for 
behavior change interventions. In some cases, parts of the commissioned papers 
were incorporated into the body of the report, and two of these papers are 
published as appendices to this report. 


FOCUS OF REPORT 


Recognizing the complexity of the STD epidemic and the fact that STDs 
encompass dozens of infections and syndromes, the committee chose to focus 
its work on fundamental, cross-cutting issues in STD prevention, that is, the 
underlying issues that need to be addressed in order to effectively prevent 
STDs. In developing this report, the committee identified the following major 
questions that eventually became the focus of the present report: 


¢ What are the health and economic impacts of STDs? 

¢ What are the central characteristics of the epidemic? 

¢ What are the underlying factors explaining why the United States has 
performed poorly relative to other developed countries in its efforts to 
contain the epidemic? 

¢ What tools can be used to effectively fight the epidemic? 

¢ What are the essential components of an effective national system for STD 
prevention? 
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¢ What barriers must be addressed and what specific actions can we take 
immediately to build an effective national and local system for prevention? 


This report is not intended to be a comprehensive review of STDs or a 
textbook on STDs. Readers who desire more detailed biomedical information 
on specific STDs should consult a medical textbook on STDs (e.g., Quinn, 
1992; Holmes et al., in press). Health care providers who need information on 
appropriate diagnosis and treatment of STDs should consult a textbook or the 
latest STD treatment guidelines (e.g., CDC, 1993; Celum et al., 1994). In 
addition, persons who need more data on reported rates of STDs should consult 
published national STD surveillance data (CDC, DSTDP, 1996). 

The intended audience for this report is anyone who is involved directly or 
indirectly in STD prevention or who has an interest in general public health 
policy. STD prevention involves a spectrum of healthand nonhealth-related 
disciplines and organizations and therefore makes an excellent case study of a 
major public health problem whose solution requires the cooperation of the 
public and private sectors and various interest groups. The committee hopes to 
reach a multidisciplinary audience, including policymakers, public and private 
sector health care professionals, government agencies, epidemiologists, social 
scientists, allied health professionals, school health professionals, STD 
clinicians, health educators, employers, purchasers of health care, and health 
program managers. This broad audience reflects the spectrum of individuals, 
agencies, and organizations that are involved in various aspects of STD 
prevention. 


FOCUS OF CHAPTERS 


Chapter 2 describes the significant, but not commonly recognized, health 
and economic impact of STDs in the United States. The committee highlights 
the major health consequences of STDs, such as cervical and liver cancer and 
reproductive health problems. The disproportionate impact of STDs on women 
and infants is described. Evidence that other STDs increase the risk of HIV 
transmission and that reducing STDs will prevent a substantial number of HIV 
infections is presented. In addition, the committee presents estimates of the 
economic costs of STDs in the United States. The broad reach of STDs 
throughout the general population, especially among women and adolescents, is 
underscored. 

In Chapter 3, the committee presents information regarding the reasons 
why the United States, unlike most other developed countries, has been unable 
to confront STDs. The committee identifies and describes biological and social 
factors that contribute to the STD epidemic, including the lag time from 
infection to complications, inadequate access to health care, and substance use. 
The problem of STDs among disenfranchised populations is summarized, and 
the public health consequences of not preventing STDs among these groups are 
demonstrated. From the committee's perspective, a fundamental reason for the 
nation's 
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failure to successfully prevent STDs is the inability of American society to 
openly confront issues regarding sexuality and the adverse impact of this 
inability on STD prevention efforts. In the last section of the chapter, data 
regarding current trends in sexual behavior are presented. 

Chapter 4 describes the individual factors that influence personal risk for 
STDs and summarizes effective interventions that, if fully exploited, offer great 
promise for preventing STDs. These interventions include various individual- 
and community-based prevention strategies that can reduce exposure to, 
acquisition of, and transmission of STDs. Strategies to promote healthy sexual 
behavior include individual-focused interventions, school-based programs, and 
mass media campaigns. Clinical methods for prevention include prophylaxis, 
partner notification and treatment, and screening. At the end of the chapter, the 
importance of reducing the duration of infection by early detection and 
treatment of STDs using appropriate diagnostic and therapeutic tools is 
described. 


In Chapter 6, the committee presents its assessment of the current system 
of STD prevention, a vision for an effective national system, and 
recommendations for how an effective system can be built in the context of four 
major strategies. The committee begins by describing a model for an effective 
national system and the need to incorporate STD prevention as a strategy for 
HIV and cancer prevention. Under the first strategy, the committee details how 
barriers to the adoption of healthy sexual behaviors, including the reluctance of 
many Americans to openly confront issues related to sexuality and STDs, can 
be overcome by increasing public and health professional awareness of STDs 
and by a bold role for the mass media. Under the second strategy, the 
importance of establishing both private and public sector leadership, investing 
in STD prevention, and developing effective information systems are 
emphasized. The third strategy relates to the need to focus on preventing STDs 
among adolescents and underserved groups, using innovative methods. The 
fourth strategy involves ways for ensuring access to, and the quality of, STD- 
related clinical services. This strategy includes ensuring access to services at the 
community level, incorporating STD-related clinical services into primary care, 
improving dedicated public STD clinics, expanding the role and responsibilities 
of health plans, and improving training and education 
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of health professionals. A central tactic of the fourth strategy also involves 
assurance of effective clinical management of STDs. At the end of Chapter 6, 
brief descriptions of how some agencies and organizations have collaborated to 
improve access to, and quality of, STD-related services are presented as 
potential models for others. The nine appendixes that follow Chapter 6 provide 
additional information about several major issues discussed in Chapters 2 
through 6. 
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2 


The Neglected Health and Economic 
Impact of STDs 


HIGHLIGHTS 


More than 12 million Americans, 3 million of whom are teenagers, 
are infected with STDs each year. 

STDs accounted for 87 percent of all cases reported among the top 
ten most frequently reported diseases in 1995 in the United States. 
Since 1980, eight new sexually transmitted pathogens have been 
recognized in the United States. 

STDs may cause serious, life-threatening complications including 
cancers, infertility, ectopic pregnancy, spontaneous abortions, 
stillbirth, low birth weight, neurologic damage, and death. 

Women and adolescents are disproportionately affected by STDs 
and their sequelae. 

Reducing other STDs decreases the risk of HIV transmission. 

Every year, approximately $10 billion is spent on major STDs other 
than AIDS and their preventable complications. This cost is shared 
by all Americans. 


Sexually transmitted diseases (STDs) are a tremendous health and 
economic burden on the people of the United States. More than 12 million 
Americans are infected with STDs each year (CDC, DSTD/HIVP, 1993). In 
1995, STDs accounted for 87 percent of all cases reported among the top ten 
most frequently reported diseases in the United States (CDC, 1996). Of the top 
ten diseases, five are STDs (i.e., chlamydial infection, gonorrhea, AIDS, 
primary and secondary syphilis, and hepatitis B virus infection). 

Rates of "classical" STDs such as gonorrhea and syphilis are slowly 
declining in the United States, but rates of a number of STDs in the United 
States are higher than in some developing regions (Piot and Islam, 1994) and 
still far exceed those of every other developed country! (Aral and Holmes, 
1991) (Figure 2-1). For example, the reported incidence of gonorrhea in 1995 
was 149.5 cases per 


' For the purposes of this report, defined as western and northern European countries, 
Canada, Japan, and Australia. 
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Reported rates of curable STDs are several times higher 
in the United States than in other developed countries 
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Figure 2-1 

Rates of reported syphilis (primary and secondary cases) and gonorrhea in the 
United States and other developed countries, 1995. SOURCES: 1) Australia: 
Herceg A, Oliver G, Myint H, Andrews G, Curran M, Crerar S, et al. Annual 
report of the national notifiable diseases surveillance system, 1995. 
Communicable Diseases Intelligence, Commonwealth Department of Health 
and Family Services. October 14, 1996;20:440-464. Rates of primary and 
secondary syphilis not available; 2) Canada: JoAnne Doherty, Laboratory 
Center for Disease Control, Division of STD Prevention & Control, Ottawa, 
Ontario, Canada, personal communication, November 1996; 3) Denmark: Dr. 
Inga Lind, WHO Collaborating Centre for Reference and Research in 
Gonococci, Copenhagen, Denmark, personal communication, November 1996; 
4) England: Hannah Bowers, Public Health Laboratory Services, 
Communicable Disease Surveillance Centre, London, England, United 
Kingdom, personal communication, November 1996; 5) Germany: Dr. Lyle 
Petersen, Robert Koch Institute, Berlin, Germany, personal communication, 
November 1996; 6) Sweden: Dr. Kristina Ramstedt, Swedish Institute for 
Infectious Disease Control, Epidemiological Department, personal 
communication, November 1996; 7) United States: Division of STD 
Prevention, Sexually transmitted disease surveillance, 1995. U.S. Department 
of Health and Human Services, Public Health Service. Atlanta: Centers for 
Disease Control and Prevention, September 1996. 


EBSCOhost - printed on 2/27/2023 11:30 PM via UNIVERSITY OF OKLAHOMA. All use subject to https://www.ebsco.com/terms-of-use 


About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the 
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


THE NEGLECTED HEALTH AND ECONOMIC IMPACT OF STDS 30 


100,000 persons in the United States versus 3.0 cases per 100,000 in 
Sweden (CDC, DSTDP, 1996; Swedish Institute for Infectious Disease Control, 
unpublished data, 1996). Because actual U.S. rates are estimated to be 
approximately twice the reported rate, the U.S. rate is 100 times the reported 
rate in Sweden. Similarly, the reported incidence of gonorrhea in Canada in 
1995 was 18.6 cases per 100,000, or approximately 12 percent of the U.S. rate 
(Laboratory Centre for Disease Control, Canada, unpublished data, 1996). In 
addition, the rate of primary and secondary syphilis in the United States was 6.3 
cases per 100,000 persons versus 0.4 cases per 100,000 persons in Canada. 
Therefore, rates of curable STDs, including gonorrhea, syphilis, and chancroid 
are many times higher in the United States than in other developed countries. 
The differences in rates of viral STDs between the United States and other 
developed countries, however, appear to be much smaller. Data for viral STDs 
are much more limited than for bacterial STDs, but do not suggest major 
differences. For example, a cohort of young Swedish women studied over a 16- 
year-period showed a cumulative incidence of genital herpes that was 
comparable to the age-specific increases in herpes simplex virus type 2 
antibodies seen during the approximately the same period in U.S. women 
(Christenson et al., 1992; Johnson et al., 1993). Potential explanations for the 
observed differences between the United States and other developed countries 
in rates of curable STDs are presented in Chapter 3. 

Further, many new STDs have been discovered or have newly arisen 
during the antibiotic era. Of these "modern" STDs, some, including HIV 
infection, human papillomavirus infection, and hepatitis B virus infection, are 
viral infections that are incurable and are now recognized as major preventable 
causes of death and disability. The bacterial STDs, such as gonorrhea and 
syphilis, can be easily diagnosed and successfully treated; others, such as 
chlamydial infection, are curable but will require a much stronger, coordinated 
national effort to be brought under control. 


BROAD SCOPE AND IMPACT OF STDS 


STDs affect persons of all racial, cultural, socioeconomic, and religious 
groups in the United States. Persons in all states, communities, and social 
networks are at risk for STDs. The estimated incidence and prevalence of major 
STDs are summarized in Table 2-1. 

The term "STD" is not specific for any one disease but denotes the more 
than 25 infectious organisms that are transmitted through sexual activity and the 
dozens of clinical syndromes that they cause (Appendix A). With STDs, one 
infectious organism does not cause one syndrome; rather, there is a matrix of 
infectious organisms and associated syndromes. For example, some syndromes, 
such as pelvic inflammatory disease, can be caused by a number of organisms, 
including Neisseria gonorrhoeae, Chlamydia trachomatis, and other bacteria. 
Urethritis (inflammation of the canal leading from the urinary bladder) in men 
is frequently 
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caused by gonorrhea or chlamydia but can also result from infection with 
ureaplasma, mycoplasma, and other organisms. Genital ulcers can result from 
herpes, chancroid, syphilis, or other infections. Vaginal discharge can be caused 
by trichomonas, bacterial vaginosis, or other infections. Syphilis and HIV 
infection have myriad clinical manifestations and can mimic many health 
conditions. In addition, common infections once considered trivial are now 
known to cause 


Table 2-1 Estimated Annual Incidence and Prevalence of Selected Sexually 


Transmitted Diseases (STDs) in the United States, 1994 


STD 

Chlamydial infection 
Gonorrhea 

Syphilis 

Congenital syphilis 

Human papillomavirus infection 
Genital herpes infection 


Hepatitis B virus infection (sexually 
transmitted) 


Incidence 
4,000,000* 
800,000 

101,000 

3,400 

500,000- 1,000,000 
200,000-500,000 
53,000* 


Prevalence 
Not available 
Not available 
Not available 
Not available 
24,000,000 
31,000,000° 
Not available 


AIDS 79,897° 185,000! 

HIV infection Not available 630,000-897,000° 
Chancroid 3,500 Not available 
Trichomoniasis 3,000,000 Not available 
Pelvic inflammatory disease >1,000,000° Not available 


NOTE: The Division of STD Prevention, CDC, is currently developing a process for 
systematically generating and updating incidence and prevalence estimates for specific STDs. 
4 Number reflects reported cases to the CDC plus estimated unreported cases. 

> Based on Johnson RE, Nahmias AJ, Magder LS, Lee FK, Brooks CA, Snowden CB. A 
seroepidemiologic survey of the prevalence of herpes simplex virus type 2 infection in the 
United States. N Engl J Med 1989;321:7-12. However, recent data indicate a substantial recent 
increase in prevalence in the United States (Johnson R, Lee F, Hadgu A, McQuillan G, Aral S, 
Keesling S, et al. U.S. genital herpes trends during the first decade of AIDS—prevalences 
increased in young whites and elevated in blacks. Proceedings of the Tenth Meeting of the 
International Society for STD Research, August 29-September 1, 1993, Helsinki [abstract no. 
22)). 

° Reported cases to the CDC. Source: CDC. HIV/AIDS Surveillance Report. Atlanta: Centers 
for Disease Control and Prevention, 1995;7(2). 

4 Estimated prevalence of persons diagnosed with AIDS at the end of 1993. All AIDS cases 
including unreported cases. 

° Prevalence as of January 1993. Source: Rosenberg PS. Scope of the AIDS epidemic in the 
United States. Science 1995;270:1372-5. 

‘ Based on estimate for 1993 by Siegel (Appendix D of present report), Washington and Katz 
also estimated more than one million cases per year using older data (Washington AE, Katz P. 
Cost of and payment source for pelvic inflammatory disease. Trends and projections, 1983 
through 2000 [see comments]. JAMA 1991;266:2565-9.). 

PRIMARY SOURCE: CDC, DSTD/HIVP. Annual Report 1994. U.S. Department of Health and 
Human Services, Public Health Service. Atlanta: Centers for Disease Control and Prevention, 1995. 
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serious complications. For example, bacterial vaginosis, a frequent cause of 
vaginitis in sexually active women, was once considered to be a benign 
condition but has recently been shown to be associated with premature delivery, 
low birth weight, and pelvic inflammatory disease (Hauth et al., 1995; Hillier et 
al., 1995). Human papillomaviruses, originally recognized to cause warts, are 
now known to be important causes of several types of cancer. 


Routes of Transmission 


Epidemiological and other characteristics of eight common STDs are 
summarized in Appendix B. STDs are almost always transmitted from person to 
person by sexual intercourse.” STDs are transmitted most efficiently by anal or 
vaginal intercourse, and generally less efficiently by oral intercourse. A few 
STDs, such as scabies, can also be transmitted without sexual intercourse via 
direct contact with an infected site of a sex partner. Other more important blood- 
borne pathogens, such as hepatitis B virus, human T-cell lymphotrophic virus 
type I, and HIV, are transmitted among adults not only by sexual intercourse, 
but also by parenteral routes—particularly among intravenous drug users 
through contaminated injecting drug equipment. The relative contribution of 
parenteral versus sexual transmission varies according to the risk behaviors of 
the population and other factors. In addition, pregnant women with an STD may 
pass their infection to infants in the uterus, during birth, or through breast- 
feeding. 


Summary of Common STDs 


Human Papillomavirus Infection 


Human papillomavirus is associated with the development of cervical and 
other genital and anal cancers (Koutsky et al., 1988; Reeves et al., 1989) and is 
prevalent across all socioeconomic groups in the United States. An estimated 24 
million Americans already are infected with human papillomavirus, and as 
many as one million new human papillomavirus infections occur each year 
(CDC, DSTD/HIVP, 1995). In one study of female college students presenting 
for care at a university health center, genital human papillomavirus infections 
were five times more common than all other STDs combined (Laura Koutsky 
and King Holmes, University of Washington, unpublished data, 1995). 


2 The term "sexual intercourse" is used throughout this report to refer to all forms of 
intercourse, including vaginal, anal, and oral intercourse. 
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Herpes Simplex Virus Infection 


Sexually transmitted herpes simplex virus infection is widespread in the 
United States and results in painful recurrent genital ulcers. The ulcers can be 
treated, but infection persists and ulcers may recur (Quinn and Cates, 1992). 
Herpes simplex virus can be transmitted to sex partners even when no genital 
ulcer is present (Mertz et al., 1992) and can also be transmitted from mother to 
infant during delivery. Approximately 200,000-500,000 new cases of genital 
herpes occur each year in the United States, and 31 million individuals already 
are infected (CDC, DSTD/HIVP, 1995). In 1990, the prevalence of antibodies 
to herpes simplex virus type 2 among persons 15-74 years of age was estimated 
at 21.7 percent (Johnson et al., 1993). This prevalence estimate suggests that at 
least one of every four women and one of every five men in the United States 
will become infected with herpes during their lifetime. 


Viral Hepatitis 


Hepatitis B virus infection is an STD with severe complications including 
chronic hepatitis, cirrhosis, and liver carcinoma. Of approximately 200,000 new 
hepatitis B virus infections in the United States each year, approximately half 
are transmitted through sexual intercourse (Alter and Mast, 1994; CDC, 1994b; 
Goldstein et al., 1996). Preliminary data from a large U.S. multisite study 
indicate that approximately one-third of persons with acute hepatitis B virus 
infections in 1995 had a history of another STD (CDC, Hepatitis Branch, 
unpublished data, 1996). In addition to hepatitis B, several other types of viral 
hepatitis can be transmitted sexually. Hepatitis A is a cause of acute hepatitis, 
and less than 5 percent of infections are transmitted through fecal-oral contact 
during sexual intercourse, mostly among men who have sex with men (CDC, 
1994b; CDC, Hepatitis Branch, 1995). Hepatitis D (delta) virus is a virus that 
can be sexually transmitted but requires the presence of hepatitis B virus to 
replicate. Sexual transmission of hepatitis D virus occurs, but it is less 
efficiently transmitted through sexual intercourse than hepatitis B virus (Alter 
and Mast, 1994). Hepatitis C virus, the most common cause of non-A non-B 
hepatitis, causes chronic liver disease in most infected adults. The efficiency of 
sexual and perinatal transmission of this virus, however, seems to be low (Alter 
and Mast, 1994). 


Syphilis 

After sustaining a steady incidence rate during the 1970s and early 1980s, 
the rate of syphilis increased sharply from 1987 through 1990 (CDC, DSTDP, 
1995), after which rates began to fall. This epidemic illustrates the ability of 
syphilis and other STDs to reemerge with alarming intensity in populations 


such as illicit drug users—particularly crack cocaine users—and their sex 
partners 
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(Farley et al., 1990; Rolfs et al., 1990). The reemergence of syphilis in this new 
context rendered traditional prevention efforts less effective (Andrus et al., 
1990). 


Gonorrhea 


Gonorrhea infections in the United States are becoming increasingly 
resistant to routine antibiotic treatment; this has resulted in increasingly 
expensive treatments as effective therapeutic options become more limited. As 
of 1976, all gonorrhea infections were curable by penicillin (Aral and Holmes, 
1991). Since then, antibiotic-resistant strains have increased steadily to 2 
percent of gonorrhea infections in 1987 and to 30 percent of gonorrhea 
infections in 1994 (CDC, DSTDP, 1995). The Gonococcal Isolate Surveillance 
Project of the Centers for Disease Control and Prevention (CDC) measures 
national trends in gonorrhea antibiotic resistance. The proportion of isolates 
resistant to penicillin has increased steadily since monitoring began in 1988 
(CDC, DSTDP, 1995) (Figure 2-2). In 1994, approximately 30 percent of 
gonococcal isolates were resistant to tetracycline, penicillin, or both; these 
antibiotics represent traditional, effective, low-cost treatment for gonorrhea. In 
addition, resistance to the newer quinolone antibiotics has been documented in 
the Western Pacific and Southeast Asia and in several U.S. states, indicating 
that some currently recommended treatment regimens may soon become 
inadequate (CDC, 1994a; GDHR, Epidemiology and Prevention Branch, 1995). 


Chlamydial Infection 


Chlamydial genital infection is the most common bacterial STD in the 
United States; of the more than 4 million cases estimated to occur annually, 2.6 
million cases occur among women (CDC, DSTDP, 1995). As many as 85 
percent of infections in women and 40 percent of infections in men may be 
asymptomatic and will not be identified without screening (Fish et al., 1989; 
Judson, 1990; Stamm and Holmes, 1990). Uncomplicated chlamydial infections 
can be easily treated with antibiotics (CDC, 1993); however, primarily as a 
result of unrecognized and untreated cervical infections, more than one million 
women each year develop pelvic inflammatory disease (Rolfs et al., 1992). 


Impact of STDs on Women's Health 


Complications of STDs are greater and more frequent among women than 
men for a number of reasons (Wasserheit and Holmes, 1992). Women are 
biologically more likely to become infected than men if exposed to a sexually 
transmitted pathogen. STDs are also more likely to remain undetected in 
women, resulting in delayed diagnosis and treatment, and these untreated 
infections are more likely to lead to complications. 
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The proportion of antibiotic-resistant 
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Percentage of isolates resistant to antibiotics, Gonococcal Isolate Surveillance 
Project, 1991-1994. SOURCE: CDC, DSTDP. Sexually Transmitted Disease 
Surveillance 1994. U.S. Department of Health and Human Services, Public 
Health Service. Atlanta: Centers for Disease Control and Prevention, 1995. 


Many STDs are transmitted more easily from man to woman than from 
woman to man (Harlap et al., 1991). For example, the risk to a woman of 
acquiring gonorrhea from a single act of intercourse may be as high as 60 to 90 
percent, while transmission from a woman to man is about 20 to 30 percent 
(Holmes et al., 1970; Hooper et al., 1978; Platt et al., 1983; Judson, 1990; 
Donegan et al., 1994). Among couples where only one partner was initially 
infected, the annual risk of transmission of herpes simplex virus was 19 percent 
from man to woman, but only 5 percent from woman to man (Mertz et al., 
1992). The comparative efficiency of male-to-female versus female-to-male 
transmission of HIV seems to differ according to the study population 
(Haverkos et al., 1992). Studies in the United States (Peterman et al., 1988; 
Padian et al., 1991) generally have shown greater efficiency of transmission 
from man to woman than from woman to man, while studies in Haiti 
(Deschamps et al., 1996) and Europe (de Vincenzi, 1994) have shown no 
significant gender difference in efficiency of transmission. 
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STDs are often silent in women, and even when symptoms of STD occur, 
they may not arouse suspicion of an STD. For example, 30 to 80 percent of 
women with gonorrhea are asymptomatic, while fewer than 5 percent of men 
have no symptoms (Hook and Handsfield, 1990; Judson, 1990). Similarly, as 
many as 85 percent of women with chlamydial infection are asymptomatic 
compared to 40 percent of infected men (Fish et al., 1989; Judson, 1990; Stamm 
and Holmes, 1990). When an STD is suspected, it is often more difficult to 
diagnose in a woman because the anatomy of the female genital tract makes 
clinical examination more difficult (Aral and Guinan, 1984). For example, a 
urethral swab and a Gram stain are sufficient to evaluate the possibility of 
gonorrhea in men, but a speculum examination of the cervix and a specific 
culture for gonorrhea have been required for women (Hook and Handsfield, 
1990). Thus, women with gonorrhea or chlamydial infection are often not 
diagnosed with an STD until complications, such as pelvic inflammatory 
disease, occur. Even then, symptoms of pelvic inflammatory disease due to 
chlamydial infection may be absent or non-specific, resulting in as many as 85 
percent of women delaying seeking medical care, thus increasing their risk for 
long-term complications (Hillis et al., 1993). Fortunately, the advent of newer 
tests for detecting gonococci and chlamydia in urine may permit testing women 
for these organisms without pelvic examination in the future, as described in 
Chapter 4. 

Once infected, women are more susceptible than men to complications of 
certain STDs. For example, women infected with certain types of human 
papillomavirus are at risk for cancers of the cervix (a relatively common 
malignancy), as well as cancers of the vagina, vulva, and anus; whereas 
heterosexual men infected with these human papillomavirus types are at risk 
only for cancers of the penis (a relatively uncommon malignancy). Another 
example is the risk of infertility caused by gonorrhea or chlamydial infection, 
which is much higher in women than in men. Finally, pregnant women and their 
infants are particularly vulnerable to complications of STD during pregnancy or 
parturition. 


Greater Risk of STDs Among Adolescents 


Every year, approximately 3 million American teenagers acquire an STD 
(CDC, DSTD/HIVP, 1993). During the past two decades, sexual intercourse 
among adolescents has steadily increased, resulting in an enlarging pool of 
young men and women at risk for STDs (CDC, 1995c). As a result, STDs, 
unintended pregnancies, and other health problems that result from sexual 
intercourse have increased among adolescents in the United States (AGI, 1994). 
Adolescents (10-19 years of age) and young adults (20-24 years of age) are the 
age groups at greatest risk for acquiring an STD, for a number of reasons: they 
are more likely to have multiple sex partners; they may be more likely to 
engage in unprotected intercourse; and their partners may be at higher risk for 
being infected compared to most adults (Cates, 1990; Quinn and Cates, 1992; 
AGI, 1994; CDC, DSTDP, 
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1995). Compared to older women, female adolescents and young women are 
also more susceptible to cervical infections, such as gonorrhea and chlamydial 
infection, because the cervix of female adolescents and young women is 
especially sensitive to infection by certain sexually transmitted organisms 
(Cates, 1990). In addition, adolescents and young people are at greater risk for 
substance use and other contributing factors that may increase risk for STDs 
than older persons; these issues are discussed in Chapter 3. 

Although overall rates of gonorrhea have been declining in the general 
population for over a decade, this decline has been less pronounced among 
adolescents than in other age groups. During 1993 and 1994, the gonorrhea rate 
for 15-19-year-old adolescents actually increased nearly 3 percent (CDC, 
DSTDP, 1995). The increase in gonorrhea among adolescents can be entirely 
attributed to increases in gonorrhea among female adolescents of all races, 
while rates of gonorrhea among male adolescents during this period leveled off. 
If one takes into account that not all teenagers are sexually active, the actual 
risk for acquiring an STD among sexually active teens is even higher than the 
rates themselves may suggest (Aral et al., 1988). Chlamydial infection has been 
consistently high among adolescents; in some studies, up to 30-40 percent of 
sexually active adolescent females studied have been infected (Toomey et al., 
1987; Cates, 1990). In general, rates of chlamydial are at least two to four times 
higher than rates of gonorrhea in this age group (Washington et al., 1986; 
Shafer et al., 1987). Viral STDs also are becoming increasingly prevalent at 
younger ages as adolescents initiate sexual intercourse earlier (Moscicki et al., 
1990). Cervical cancer rates and cohort mortality from cervical cancer (Krone et 
al., 1995; Kathleen Toomey, Georgia Department of Human Resources, 
unpublished data, 1996) are increasing among young women, undoubtedly a 
reflection of increased exposure to STDs such as human papillomavirus. 


Other Groups at Risk 


Reported STD rates in the United States vary among ethnic and racial 
groups (CDC, DSTDP, 1995). African Americans and Hispanic Americans 
have higher reported rates of chlamydial infection, gonorrhea, and syphilis than 
European Americans. Data on STDs among other ethnic or racial groups are 
more limited because of their smaller populations in the United States. Rates of 
certain STDs, however, among some American Indian/Alaska Native 
populations are high (Toomey et al., 1993). National surveillance data suggest 
that rates of reportable STDs, except for hepatitis B virus infection (Alter, 
1991), are low among Asian Americans/Pacific Islanders compared to the 
general U.S. population (CDC, DSTDP, 1995). 

Although national surveillance data may overrepresent cases diagnosed 
among some racial and ethnic groups (CDC, DSTD/HIVP, 1995), the higher 
prevalence of some STDs among African Americans and Hispanic Americans 
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compared to the European American population has been confirmed by 
serological population surveys of markers for sexually transmitted infections 
(Hahn et al., 1989; Johnson et al., 1993). However, serosurvey data indicate that 
the differences in STD rates among racial and ethnic groups are actually smaller 
than those suggested by national surveillance data. The reasons for the racial 
and ethnic differences in STD rates are unclear and complex. Possible 
explanations include socioeconomic status, variability in access to and 
utilization of health care, differences in sexual behavior, and varying risk of 
STDs among sexual networks (Toomey et al., 1993). Some investigators have 
concluded that factors other than poverty and occupational status account for 
the observed differences in rates of gonorrhea and chlamydial infection and that 
nonbehavioral factors, such as geographic segregation, may promote a higher 
prevalence of these STDs in certain social networks (Ellen et al., 1995). 
Differences in sexual behavior also cannot entirely explain the racial gap in 
STD rates. African Americans, for example, are generally more likely to use 
condoms compared to other groups (Laumann et al., 1994; Anderson et al., 
1996). 

STDs are transmitted among all sexually active people, including 
heterosexual persons, men who have sex with men, and women who have sex 
with women (AMA, Council on Scientific Affairs, 1996). Men who have sex 
with men are at greater risk for many life-threatening STDs, including HIV 
infection, hepatitis B virus infection, and anal cancer compared to heterosexual 
men (AMA, Council on Scientific Affairs, 1996). Other STDs of concern 
among men who have sex with men include anal syphilis, urethritis, and a range 
of oral and gastrointestinal infections. While it is well established that men who 
have sex with men are at increased risk for STDs, including HIV infection, less 
is known about the risk of STD transmission among women who have sex with 
women (Kennedy et al., 1995). When compared to men who have sex with men 
and heterosexual persons, women who have sex only with women (and whose 
partners do likewise) are at substantially lower risk for acquisition of STDs. 
Studies show that some women who have sex with women and some bisexual 
women have high rates of risky behaviors, such as drug use and exchanging sex 
for drugs or money, as do some heterosexual women (Chu et al., 1990; Bevier 
et al., 1995). Although women who only have sex with women seem to be at 
less risk for some bacterial STDs compared to women who have sex with men 
(Robertson and Schachter, 1981), bacterial vaginosis and genital human 
papillomavirus infections are not uncommon in such women (Berger et al., 
1995; Marrazzo et al., 1996). Most cases of HIV infection among women who 
have sex with women have been attributed to injection drug use or heterosexual 
intercourse (Chu et al., 1990, 1994; Cohen et al., 1993; Bevier et al., 1995). 
Female-to-female transmission of HIV infection seems to be relatively rare 
(AMA, Council on Scientific Affairs, 1996). 
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STDs as Emerging Infections 


STDs are not a stationary group of infections and syndromes. Eight new 
sexually transmitted pathogens have been identified since 1980, bringing with 
them new challenges to prevention and treatment (Table 2-2). The most well- 
known of the recently described STDs is HIV infection. Since HIV-1 was found 
to be the cause of virtually all cases of AIDS in the United States in the 
mid-1980s, a closely related retrovirus, HIV-2, and a more distantly related pair 
of retroviruses, human T-lymphotrophic virus types I and II (HTLV-I, -II), have 
been shown to be sexually transmitted as well. In addition, in 1995, scientists 
confirmed and identified human herpes virus type 8 as a likely sexually 
transmitted virus and a possible cause of Kaposi's sarcoma and body cavity 
lymphomas (Chang et al., 1994). In contrast to newly recognized viral STDs, 
some bacterial STDs, such as syphilis and gonorrhea, have been documented 
for centuries and have recently reemerged in the United States along with a 
spectrum of barriers to prevention (Wasserheit, 1994). As demonstrated by the 
recent finding that bacterial vaginosis in pregnant women increases the risk for 
premature delivery of a low-birth-weight infant (Hauth et al., 1995; Hillier et 
al., 1995), the full clinical spectrum of many STDs is still being described. In 
addition, for many previously described pathogens, such as hepatitis B virus 
and cytomegalovirus, it has become evident that a major route of adult 
transmission—often the major route—is sexual. Further, new research shows 
that many common diseases of previously unknown cause, such as cervical 
dysplasia, are in fact caused by newly described sexually transmitted pathogens. 

These examples of emerging infections (IOM, 1992) make it clear that 
more STDs will emerge and become established in the United States. This is 
because of increasing global travel and worsening ecological pressures, such as 
population 
Table 2-2 Sexually Transmitted Pathogens Newly Identified or Newly Recognized as 
Sexually Transmitted, and Associated Syndromes, 1980-1995 
Sexually Transmitted Agent Associated Syndromes 
(year identified or recognized) 


Human papillomaviruses (1976-present) | Genital and anal warts, dysplasias, and 


cancers 

HTLV-I (1980) T-cell leukemia/lymphoma; tropical 
spastic paraparesis 

HTLV-II (1982) Unknown 


Mycoplasma genitalium (1981) 
Mobiluncus sp. (1980, 1983) 


Nongonococcal urethritis 
Bacterial vaginosis-associated 


HIV-1 (1983) AIDS 
HIV-2 (1986) AIDS 
Human herpes virus type 8 (1995) Kaposi's sarcoma; body cavity lymphoma 
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growth and rural-to-urban migration, that contribute to the spread of STDs in 
both developed and developing countries. The advent of new techniques in 
biotechnology have allowed the presence of infectious organisms or genetic 
material from these organisms to be detected, contributing to the recognition of 
new sexually transmitted infections. These techniques have allowed clinicians 
and epidemiologists to link specific infectious organisms to the syndromes that 
they cause. 


International Comparisons and the Global Scope of STDs 


STDs are severe social, health, and economic burdens worldwide. STDs 
most commonly affect people who are between the ages of 15 and 44, the group 
that is most economically productive (Over and Piot, 1993). The World Bank 
estimates that STDs, excluding AIDS, are the second leading cause of healthy 
life lost among women between the ages of 15 and 44 in the developing world 
(Figure 2-3) (World Bank, 1993). STDs are severe public health problems 
because of their potentially serious complications as well as their potential to 
increase the efficiency of HIV transmission. One study estimated that the 
impact of successfully treating or preventing one hundred cases of syphilis 
among a group at high risk for STDs would prevent 1,200 HIV infections that 
would otherwise be linked to those one hundred syphilis infections during a 10- 
year period (Over and Piot, 1993). Over and Piot (1996) also found that, in 
developing countries, targeting groups with the highest rates of sex partner 
change markedly improves the cost-effectiveness of HIV and other STD 
prevention efforts. 

The World Health Organization (WHO) Global Programme on AIDS 
recently estimated regional and global incidence rates for four curable STDs- 
gonorrhea, chlamydial infection, syphilis, and trichomoniasis (WHO, 1996). 
Using a database of country-specific prevalence rates and estimated regional 
prevalence rates for each curable STD, WHO estimated that there were 333 
million new cases of the four curable STDs worldwide in 1995 among adults 
15-49 years of age. Prevalence rates for other STDs for which estimates are not 
available, such as human papillomavirus and herpes simplex virus type 2 
infections, are much higher, and the number of adults infected is likely to 
exceed one billion. In addition, in the last few years, STDs have rapidly become 
epidemic in some areas of the world, such as certain countries of the former 
Soviet Union. These epidemics have relevance for the United States because 
Americans are increasingly traveling abroad, and some will have high-risk 
sexual intercourse during their stay (Moore et al., 1995). With increasing access 
to international travel and easing of travel restrictions, it is now possible for 
persons with infectious diseases to spread their infection to others around the 
world in a matter of hours or days. 
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STDs are the second largest health burden 
among women in developing countries 
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Figure 2-3 

Top 10 health burdens among women in developing countries by total DALYs 
lost, 1990. NOTE: STDs included syphilis, chlamydial infection, gonorrhea, 
and pelvic inflammatory disease; DALY = disability-adjusted life year. 
SOURCE: World Bank. World development report, 1993: investing in health. 
New York: Oxford University Press, 1993. 


HEALTH CONSEQUENCES OF STDS 


The general population is largely unaware of the health consequences of 
STDs for three reasons. First, many STDs are often asymptomatic and thus go 
undetected (Fish et al., 1989; Judson, 1990; Stamm and Holmes, 1990). Second, 
major health consequences, such as infertility, various cancers, and other 
chronic diseases, occur years after the initial infection, so that there is a lack of 
awareness of any link to the original STD (the exception is the public awareness 
of the connection of AIDS to HIV infection). Third, the stigma associated with 
having an STD has inhibited public discussion and health education concerning 
the consequences of STDs and frequently even prevents clinicians from educating 
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their patients regarding STDs as discussed in Chapter 3. Many sexually 
transmitted infections can persist for years without evidence of infection until 
life-threatening complications are recognized. In particular, viral STDs often 
result in lifelong infection for which there is currently no curative treatment. 
The serious long-term complications of STDs affecting millions of women, 
infants, and men in the United States each year are summarized in Table 2-3. 


Cancers Caused by STDs 


Several sexually transmitted pathogens cause cancer. The direct role of 
STDs in causing genital cancers has been largely unrecognized. Certain types of 
sexually acquired human papillomavirus are now considered to be a cause of 
most cancers of the cervix, vagina, vulva, anus, and penis. Hepatitis B virus, 
which is usually transmitted either by sexual contact or by intravenous drug use 
among adults in the United States, is a cause of hepatocellular carcinoma, one 
of the world's most common forms of cancer. Human T-cell lymphotrophic 
virus type I (HTLV-D), sexually transmitted among adults and transmitted to 
infants especially by breast-feeding, causes certain malignancies, including T- 
cell leukemia and lymphoma. Human herpes virus type 8 (HHV8) is a newly 
discovered virus, probably sexually transmitted, that may cause Kaposi's 
sarcoma and certain forms of lymphoma. Epstein-Barr virus (EBV), transmitted 
among adults by intimate contact, including kissing and sexual intercourse, is 
associated with other types of lymphoma and with nasopharyngeal (nasal cavity 
and pharynx) carcinoma. 


Cervical Cancer 


Carcinoma of the uterine cervix, particularly among women of 
reproductive age, is now known to be strongly associated with certain 
oncogenic types of human papillomavirus (NIH, 1996). Of more than 70 types 
of human papillomavirus that have been identified, several oncogenic forms, 
such as types 16, 18, 31, and 45, have the strongest association with cervical 
cancer. Both biological and epidemiological data suggest that human 
papillomavirus is a dominant etiologic factor for cervical cancer. Studies show 
that cervical infection with oncogenic types of human papillomavirus is 
associated with at least 80 percent of invasive cervical cancer cases (NIH, 1996) 
and that women with human papillomavirus infection of the cervix are 10 times 
more likely to develop invasive cervical cancer compared to women without 
human papillomavirus infection (Schiffman, 1992). 

Much of the cervical cancer burden related to human papillomavirus 
infection may be averted by preventing high-risk sexual behaviors (Brinton, 
1992), especially avoiding unprotected sex with multiple male partners, some of 
whom may have chronic genital infection with oncogenic human 
papillomavirus types. Screening with the Pap smear is currently the best 
available method for reducing 
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incidence of, and mortality associated with, invasive cervical cancer, but this is 
not being widely applied among certain population groups (NIH, 1996). 

Approximately 4,900 American women will die from cervical cancer in 
1996 (ACS, 1996). Cervical cancer is the second most common cancer among 
women worldwide, with more than 450,000 new cases estimated to occur each 
year (Paavonen et al., 1990). It is the most frequently detected cancer among 
women in many countries in Africa, Asia, Central America, and South America, 
where case fatality rates are much higher than those in the United States. In this 
country, approximately 16,000 new cases of cervical cancer are diagnosed each 
year, placing it third among reproductive tract cancers in women and seventh 
among all cancers in women (ACS, 1996). 

Although these morbidity and mortality statistics are clearly significant by 
themselves, they do not capture the physical, mental, or psychosocial trauma 
experienced by the hundreds of thousands of women who develop precancerous 
cervical lesions. For example, approximately 5 percent of the 50 million Pap 
smears performed each year are associated with findings consistent with 
cervical dysplasia (Kurman et al., 1994). These abnormalities result in 
enormous anxiety among women and their partners and require diagnostic and 
treatment procedures, including surgery, that are painful, invasive, and 
expensive. 

An especially disturbing recent finding is the increasing incidence of 
invasive cervical cancer among European American women under age 50 in the 
last few years (Krone et al., 1995). This new, ominous trend may be related to 
the high prevalence of human papillomavirus infection recently reported among 
young women. In one study, nearly half of female college students tested had 
evidence of genital human papillomavirus infection (Bauer et al., 1991). 


Other STD-Related Cancers 


Although carcinomas of the vulva, vagina, anus, and penis each occur 
considerably less frequently than cervical carcinoma, aggregate numbers of 
vulvar, vaginal, anal, and penile carcinomas equal nearly half the total numbers 
of cases of cervical cancer in the United States. These cancers are also strongly 
associated with human papillomavirus infection. Approximately 60 to 90 
percent of cancers at these sites are associated with human papillomavirus, 
particularly types 16 and 18 (Paavonen et al., 1990). Infection with HIV also 
may increase the risk that human papillomavirus infection will progress to 
cancer of the cervix or to the other sites mentioned above. 


Reproductive Health Problems 


STDs represent a serious threat to the reproductive capability of couples, 
largely because of the impact of STDs on women. A variety of women's health 
problems all result from unrecognized or untreated STDs. Reproductive health 
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complications include both short-term (e.g., pelvic inflammatory disease, 
pregnancy complications, epididymitis) and long-term consequences (e.g., 
infertility and ectopic pregnancy). 


Pelvic Inflammatory Disease 


One of the most serious threats to the reproductive capability of women is 
infection of the upper genital tract, referred to as pelvic inflammatory disease 
(McCormack, 1994). Most cases of this disease are associated with chlamydial 
infection and gonorrhea (Jossens et al., 1994), which initially involve the 
cervix, but in some women disease can spread up into the uterus and through 
the fallopian tubes into the pelvis and abdominal cavity. Pelvic inflammatory 
disease is a preventable complication of these sexually transmitted infections 
(Washington et al., 1991). 

Each year, more than one million U.S. women experience an episode of 
pelvic inflammatory disease (Washington and Katz, 1991; Rolfs et al., 1992). 
Some cases of acute pelvic inflammatory disease result in abscesses involving 
the ovaries and fallopian tubes, which require surgical intervention. At least one- 
quarter of women with acute pelvic inflammatory disease will experience 
serious long-term sequelae, the most common and important of which are 
ectopic pregnancy (the development of a fetus outside the uterus) and tubal- 
factor infertility. Other complications include chronic pelvic pain and pain 
during intercourse caused by scarring in the pelvis. 

The above health problems are all recognized consequences of 
symptomatic pelvic inflammatory disease. Perhaps even more devastating to 
women's reproductive health is the more recently described "a typical pelvic 
inflammatory disease" (Cates et al., 1993). Women with this syndrome 
experience only mild symptoms, unrecognized symptoms, or possibly, in many 
cases, no symptoms ("silent pelvic inflammatory disease") (Wolner-Hanssen, 
1995). This more indolent but insidious form of pelvic inflammatory disease is 
less likely to be detected compared to symptomatic pelvic inflammatory 
disease, thus placing unsuspecting women at increased risk of disease sequelae 
(Morell, 1995). Because these cases of a typical pelvic inflammatory disease are 
also associated with chlamydial and gonococcal infection in women, prevention 
of these STDs will result in reductions in morbidity of pelvic inflammatory 
disease heretofore unrecognized, with accompanying decreases in cost and 
human suffering. 


Ectopic Pregnancy 


Ectopic pregnancy usually results from partial tubal blockage due to pelvic 
inflammatory disease. After an episode of pelvic inflammatory disease, a 
woman is six to ten times more likely to have an ectopic pregnancy compared to 
women who do not have pelvic inflammatory disease (Marchbanks et al., 1988). 
Approximately 
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9 percent of women with laparoscope-confirmed pelvic inflammatory disease 
experience an ectopic pregnancy for their first pregnancy subsequent to their 
episode of pelvic inflammatory disease (Westrém et al., 1992). In 1992, the 
estimated number of ectopic pregnancies was 108,800, or 1 in 50 pregnancies 
(CDC, 1995a). In addition, in the same year, approximately 9 percent of all 
pregnancy-related deaths were a result of ectopic pregnancy (NCHS, 1994), 
making ectopic pregnancy one of the leading and most preventable causes of 
maternal death during pregnancy (Marchbanks et al., 1988). In fact, ectopic 
pregnancy is the leading cause of first-trimester deaths among African 
American women (CDC, DSTD/HIVP, 1995). 


Infertility 


Infertility can occur when the fallopian tubes become blocked or damaged 
by STDs. Of all infertile American women, at least 15 percent are infertile 
because of tubal damage caused by pelvic inflammatory disease. This type of 
infertility is treated by tubal microsurgery (which attempts to repair the 
damaged tubes) or by in vitro fertilization (in which an egg is surgically 
removed from the ovary, mixed with sperm and fertilized outside the body, and 
then placed directly into the uterus, thus bypassing the blocked fallopian tubes). 
Of all women infertile because of tubal damage, no more than one-half have 
previously been diagnosed and treated for acute pelvic inflammatory disease. 
The remaining half have also had pelvic inflammatory disease but had 
symptoms that were presumably so mild or a typical that they were never 
treated for the disease. A large prospective study of women who had 
laparoscopy because of clinical evaluation for pelvic inflammatory disease 
showed that approximately 16 percent of women with abnormal laparoscopic 
findings consistent with this disease tried but failed to conceive during the 
follow-up period, compared to 3 percent of women with normal laparoscopic 
findings (Westrém et al., 1992). Eleven percent of women with abnormal 
laparoscopic findings became infertile as a result of tubal factor infertility (5 
percent were infertile because of other reasons). After one episode of 
laparoscope-confirmed pelvic inflammatory disease, approximately 8 percent of 
women developed tubal-factor infertility, with the risk increasing with the 
severity of the episode. Each subsequent episode roughly doubled the rate of 
tubal-factor infertility (20 percent after two episodes and 40 percent after three 
or more episodes). Ectopic pregnancy also substantially increases the risk of 
tubal-factor infertility. STDs rarely produce infertility in men. 


Health Consequences for Pregnant Women and Infants 


STDs are associated with multiple acute complications for pregnant 
women and their infants (Brunham et al., 1990) (Table 2-3). Pregnant women 
with STDs may transmit the infection to the fetus, newborn, or infant through 
the placenta 
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(congenital infection), during passage through the birth canal (perinatal 
infection), or after birth as a result of breast-feeding or close direct contact. 
Common sexually transmitted infections that have been shown to cause adverse 
health effects among pregnant women and their infants include chlamydial 
infection, gonorrhea, syphilis, cytomegalovirus infection, genital herpes, and 
HIV infection. Other sexually transmitted pathogens transmitted from the 
mother to the fetus, newborn, or infant may produce mainly delayed 
manifestations that may appear only after years (e.g., human papillomavirus) or 
even decades (e.g., hepatitis B virus, human T-cell lymphotrophic virus type I). 

Active sexually transmitted infection during pregnancy may result in 
spontaneous abortion, stillbirths, premature rupture of membranes, and preterm 
delivery. For example, up to 80 percent of pregnancies associated with 
untreated early syphilis result in stillbirth or clinical evidence of congenital 
syphilis in the newborn (Schulz et al., 1990). Preterm delivery accounts for 
approximately 75 percent of neonatal deaths not caused by congenital 
malformations (Main and Main, 1991). A recent study confirmed that bacterial 
vaginosis in pregnant women is associated with premature delivery of a low- 
birth-weight infant; women with bacterial vaginosis are 40 percent more likely 
to deliver a premature infant compared to women without this condition (Hillier 
et al., 1995). 


Health Consequences for Infected Infants 


Sexually transmitted pathogens that have serious consequences among 
adults tend to cause even more severe, potentially life-threatening health 
conditions in the fetus or newborn, whose immune system is immature. Damage 
to the brain, spinal cord, and the organs of special senses (especially the eyes 
and the auditory nerves) are of particular concern with many sexually 
transmitted infections in the fetus or infant. Infections with cytomegalovirus, 
herpes simplex virus, HIV, and human T-cell lymphotropic virus type I, as well 
as syphilis and gonococcal and chlamydial infection, all can produce one or 
more of the above complications. Severe, permanent central nervous system 
manifestations or fetal or neonatal death can result from congenital syphilis. 
Infection of the fetus with cytomegalovirus may result in growth retardation, 
destruction of portions of the central nervous system, auditory nerve deafness, 
low IQ, and damage to other organs. Similarly, severe neurological damage 
resulting in mental retardation, other manifestations of severe brain damage, or 
death can result from herpes simplex virus infections. 

Currently, essentially all transmission of HIV to young children in the 
United States is attributable to mother-to-infant transmission. HIV infection 
progresses more rapidly in infants than in adults; more than 80 percent of 
untreated infants will develop symptoms of infection by 18-24 months of age 
(Pizzo et al., 1995). Survival models suggest that there are two distinct groups 
of HIV-infected infants with regard to survival: the median age at death for the 
first group, who have 
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a high probability of dying within four years, is 5-11 months, and the median 
age at death for the second group is more than five years (Byers et al., 1993). 

Human T-cell lymphotropic virus type 1, a retrovirus that is transmitted 
sexually among adults, is also transmitted perinatally or postnatally from 
mother to infant and may result in T-cell malignancies and a progressive form 
of paralysis known as HTLV-1-associated myelopathy later in life. Ophthalmia 
neonatorum, an eye infection in newborns, results when infants of women with 
vaginal gonorrhea or chlamydial infection are infected during delivery. 
Gonococcal ophthalmia neonatorum often produces severe initial inflammation 
of the tissues around the eye, which may result in corneal ulcers and eventual 
blindness. Chlamydial pneumonia is also a common illness among infants born 
to mothers with chlamydial cervical infection. Hepatitis B virus infection, when 
acquired during birth, becomes a chronic infection in as many as 90 percent of 
infected newborn infants and may lead to cirrhosis of the liver or liver cancer 
during midlife in a large proportion of those infected perinatally. 


Health Consequences for Infected Pregnant Women 


Pregnant women are at increased risk for complications of STDs. Vaginal 
and cervical infections with STD pathogens can lead to inflammation of the 
placenta or fetal membranes, resulting in maternal fever during or after 
delivery, to wound and pelvic infections after Cesarean section, and to 
postpartum infection of the uterus that may result in infertility (Brunham et al., 
1990). As mentioned previously, ectopic pregnancy caused by previous pelvic 
inflammatory disease is one of the leading causes of maternal death during 
pregnancy. 


Health Consequences for Men 


In the United States, HIV infection is currently much more common 
among men than among women. Acute health consequences of some STDs 
(e.g., syphilis) are similar in both men and women. Human papillomavirus is 
associated with cancer of the penis and anus in men; these cancers, however, 
are less common than cervical cancer in women. Certain STDs, such as 
gonorrhea and chlamydial infection, produce complications that are unique or 
more severe in women than in men. However, both gonorrhea and chlamydial 
infection produce epididymitis in men and chlamydial infection is associated 
with Reiter's Syndrome, which seems to be more common among men than 
among women (Berger, 1990). Urethral stricture is a late manifestation of 
gonorrhea or chlamydial urethritis and is common in developing countries. 
Infertility seems to be a rare complication of STDs in men. The role of STDs in 
prostatitis (inflammation of the prostate gland) is uncertain (Colleen and Mardh, 
1990). Over and Piot (1993) compared the health impact of STDs in men and 
women and have reported that the health burden 
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attributed to five STDs (i.e., chancroid, chlamydial infection, gonorrhea, HIV 
infection, and syphilis) in men was also high. 


Deaths Associated with STDs 


AIDS-associated deaths, which account for the largest number of STD- 
related deaths, have received considerable attention. Of 513,486 persons with 
AIDS reported in the United States through December 1995, more than 62 
percent (319,849) have died (CDC, 1995b). As indicated above, many other 
STDs cause potentially fatal complications in adults as well as in the fetus or 
infant. The largest number of deaths related to STDs other than AIDS are 
caused by cervical and other human papillomavirus-related cancers; liver 
disease (e.g., chronic liver disease and liver cancer) caused by hepatitis B virus; 
pelvic inflammatory disease and ectopic pregnancy; and various pregnancy, 
fetal, and neonatal complications. 

In a recent study completed by investigators at the CDC, more than 
150,000 deaths were directly attributed to STDs, including AIDS, from 1973 
through 1992 among American women 15 years of age and older (Ebrahim et 
al., 1995). According to this report, the three leading causes of STD-related 
deaths in 1992 among these women were cervical cancer (57 percent of deaths), 
AIDS (29 percent), and hepatitis B and C virus infection (10 percent), all of 
which are related to viral STDs (Figure 2-4). From 1972 through 1984, the 
annual number of these STD-related deaths declined by 24 percent; but from 
1984 through 1992, STD-related deaths increased by 31 percent, largely as a 
result of AIDS-related deaths. 

In developing countries, the impact of STDs on health also is very 
substantial. Even when deaths caused by human papillomavirus and hepatitis B 
virus were not considered, five other STDs (HIV infection, chlamydial 
infection, gonorrhea, syphilis, and chancroid) ranked among the top 20 causes 
of loss of productive life in a sub-Saharan African country (Over and Piot, 1993). 


IMPACT OF STDS ON HIV TRANSMISSION 


The evidence that "ulcerative" STDs, such as chancroid, syphilis, and 
genital herpes, and "inflammatory" STDs, such as gonorrhea, chlamydial, and 
trichomoniasis, increase the risk of HIV infection has developed incrementally 
over the past decade. Although the proportion of HIV infections that could be 
prevented in the United States by preventing other STDs has not yet been well 
defined, current estimates suggest that much—perhaps most—of the 
heterosexually transmitted HIV infection could be prevented by reducing other 
underlying STDs. 


Epidemiological Evidence 


The earliest cross-sectional studies found an association between genital 
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Cervical cancer is the most common 
cause of STD-related deaths 
among U.S. women 
Hepatitis B and C 
10.5% 


Other STDs 
3.5% 


AIDS 
29% 


Cervical Cancer 
57% 


Figure 2-4 

Causes of STD-related deaths among U.S. women, 1992. SOURCE: Ebrahim 
SH, Peterman TA, Zaidi AA, Kamb ML. Mortality related to sexually 
transmitted diseases in women, U.S., 1973-1992. Proceedings of the Eleventh 
Meeting of the International Society for STD Research, August 27-30, 1995, 
New Orleans, LA [abstract no. 343]. 


ulcers and HIV infection (Kreiss et al., 1986; Greenblatt et al., 1988), but 
cohort studies were required to assess the temporal relationship between STDs 
and acquisition of HIV infection and to prospectively obtain other data that 
might explain away the apparent association. An extensive 1991 review article 
(Wasserheit, 1992) found that, of 15 studies that had prospectively analyzed the 
association between STDs and HIV infection, 3 (Cameron et al., 1989; 
Plummer et al., 1991; Laga et al., 1993) were designed to allow both accurate 
ascertainment of the occurrence of an STD prior to HIV infection and 
adjustment for potential confounding by sexual behaviors and condom use. 

As summarized in Table 2-4, three prospective cohort studies in Africa 
have demonstrated increased risk of HIV infection following genital ulcer 
disease among heterosexual men (Cameron et al., 1989) and among female sex 
workers* 


3 The term "sex worker" is commonly used by public health workers to refer to 
persons who exchange sex for drugs, money, or other goods. This term is preferable to 
the term "prostitute." 
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(Plummer et al., 1991; Nyange et al., 1994). Although the magnitude of the 
increased risk of transmission attributable to genital ulcers in these studies was 
expressed as risk ratios ranging from 3.3 to 4.7, Hayes and others (1995) have 
estimated that genital ulcer disease may increase the per exposure risk of 
transmission by a factor of 10 to 50 for male-to-female transmission and by a 
factor of 50 to 300 for female-to-male transmission. Boily and Anderson (1996) 
also have recently demonstrated that published cohort studies are very likely to 
underestimate the true magnitude of the increased risk of sexual transmission of 
HIV conferred by other STDs. Some of these studies have also found that 
gonorrhea of the cervix (Plummer et al., 1991; Laga et al., 1993; Nyange et al., 
1994), chlamydial infection of the cervix (Laga et al., 1993) and vaginal 
trichomoniasis (Laga et al., 1993), all increase the risk of subsequent HIV 
infection. Although Laga and others initially reported no increase in HIV 
infection following genital ulcer disease among female sex workers (Laga et al., 
1993), a later study involving the same study population did find such an 
association (Laga et al., 1994). 

In the United States, the multi-center AIDS cohort study found no 
association between herpes simplex virus type 2 antibody and subsequent HIV 
infection among men who have sex with men (Kingsley et al., 1990). However, 
an earlier retrospective cohort study in gay men found that herpes simplex virus 
type 2 infection was a risk factor for HIV infection (Holmberg et al., 1988). In 
addition, a study of heterosexual men attending an STD clinic in New York 
showed that men presenting with chancroid were more likely to become 
infected with HIV than were men presenting with other STDs (Telzak et al., 
1993). 


Explaining the Association Between STDs and HIV Infection 


The above prospective studies establish the temporal relationship of 
exposure to STD prior to HIV infection. The observed associations between 
STDs and HIV infection are compatible with three possible explanations, other 
than the confounding factors addressed by the study designs: 


1. STDs increase infectivity of HIV. Persons who have both an STD and HIV 
infection may be more likely to transmit HIV to others due to the effects 
of the STD on HIV infectivity, such as increased shedding of HIV. 

2. STDs increase susceptibility to HIV. Persons with an STD may be more 
susceptible to a subsequent exposure to HIV, since the STD may 
compromise the mucosal or cutaneous surfaces of the genital tract that 
normally act as a barrier against HIV. 

3. The association between STDs and HIV remains confounded by sexual 
behavior and/or by immune suppression in persons with sexually 
acquired HIV. HIV-infected persons may be more likely than uninfected 
persons to have another STD due to high-risk sexual behavior or because 
HIV-related immune suppression predisposes to active STD (e.g., by 
reactivating genital ulcers or by 
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aking ulcerative disease harder to cure). Therefore, at any given level of sexual 


activity, persons exposed to an HIV-infected person may also be exposed 
to another STD. 


Although the third explanation may account for at least some of the 
association of STDs with subsequent HIV infection, there are strong data to 
support the concept that STDs increase HIV infectivity and HIV susceptibility. 
An effect on HIV infectivity is strongly supported by the presence of HIV in 
genital ulcers (Plummer et al., 1991; Kreiss et al., 1994); by the increased rate 
of detection of HIV DNA (cell-associated HIV) in cervical swab specimens 
among women with cervical inflammation (Clemetson et al., 1993; Kreiss et al., 
1994; John et al., 1996; Gys et al., 1996; Mostad et al., 1996); by the increased 
prevalence of HIV DNA in swab specimens from men with gonococcal 
urethritis (Moss et al., 1995); and by increased concentrations of cell-free HIV 
RNA in semen from men with gonococcal urethritis (Hoffman et al., 1996). The 
impact of genital shedding of HIV on sexual or perinatal transmission has yet to 
be precisely measured but is likely a critical factor in transmission. An effect of 
other STDs on susceptibility to HIV is supported by studies of couples where 
one partner was HIV-positive and the other was not. HIV-negative partners who 
developed genital infections were more likely to become subsequently infected 
with HIV than were those HIV-negative partners who did not have genital 
infections (de Vincenzi, 1994; Deschamps et al., 1996). 


Evidence of Effect of STD Prevention on HIV Prevention 


Several studies provide evidence that early detection and treatment of 
STDs can have a major impact on sexual transmission of HIV. Moss and 
colleagues (1995) found that the rate of detection of HIV DNA in urethral 
specimens among men with gonococcal urethritis fell by half within one to two 
weeks after curative treatment. It remains unclear if urethral shedding of cell- 
associated HIV is a good surrogate for HIV infectivity. Moreover, Hoffman and 
colleagues (1996) recently reported that the concentration of cell-free HIV RNA 
in semen fell significantly in men after treatment of gonococcal urethritis. 

Laga and others (1994) demonstrated that monthly laboratory testing and 
treatment for STDs reduced the incidence of HIV infection among female sex 
workers in Zaire. An increasing proportion of visits for STD-related care 
significantly reduced the incidence of HIV infection over time, among both 
regular and inconsistent condom users. Nonetheless, such time-series analyses 
remain subject to participation bias, despite adjusting for frequency of 
unprotected sex. For example, those with less frequent visits may have had 
higher-risk partners or riskier behaviors that were not measured. A randomized 
controlled trial remains essential to prove that STD screening and treatment 
decrease susceptibility of women to acquisition of HIV. 
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The strongest data demonstrating that improved STD management reduces 
sexual transmission of HIV are from the findings of a large, prospective, 
randomized controlled trial recently completed in Tanzania (Grosskurth et al., 
1995a, 1995b). Six pairs of communities were each randomized to receive 
either improved syndromic management of STDs at the primary care level or 
the standard management for STDs. Improved syndromic management was 
developed through extensive training and supervision of primary health center 
workers, provision of antimicrobials, and educational activities to improve 
health-care seeking behavior for symptoms of STDs. Sentinel cohorts of one 
thousand persons per community were followed for two years to measure the 
incidence of new HIV infections. Overall, the incidence of HIV infection was 
42 percent lower in communities with improved management of STDs 
compared to control communities, and each community with improved STD 
management experienced a lower incidence of HIV infection compared to the 
paired control community. The prevalence and incidence of symptomatic 
urethritis in men and serologic evidence of active syphilis in the sentinel cohorts 
also were significantly lower in the intervention communities (Hayes et al., 
1996). The investigators hypothesized that the reduction of HIV incidence 
among communities with improved syndromic management of STDs resulted 
from shortening the duration of STD syndromes among infected persons. These 
findings suggest that large reductions in STD incidence or prevalence are not 
necessary to influence HIV transmission. It is possible that greater reductions in 
STD rates might have produced even greater reductions in HIV incidence. 


Estimating the Impact of STDs on HIV Transmission 


Estimating the impact of preventive interventions on the transmission of 
STDs in a population is extremely complex. Static epidemiological models that 
depend upon relative risks and attributable risks to estimate the contribution of 
causal factors to noncommunicable disease incidence are not sufficient to 
estimate the impact of causal factors on communicable diseases, including 
STDs or HIV (Aral et al., 1996). One also needs to consider partner selection 
patterns that lead to exposure of uninfected to infected individuals in the 
population; the prevalence of the causal factor at the point where infected and 
uninfected individuals mix; and the existence of threshold levels of transmission 
required to sustain the infection in population subgroups (Anderson and May, 
1991). 

Retrospective cohort studies in the United States have suggested that other 
STDs do increase sexual transmission of HIV among men who have sex with 
men (Darrow et al., 1987; Holmberg et al., 1988). The rapid decline of HIV 
incidence among these men during the early 1990s was accompanied by rapid 
declines in STDs such as gonorrhea and syphilis. Declining rates of STDs, 
along with changing sexual practices, may have contributed to the rapid decline 
in incidence of HIV infection. However, the strongest evidence for the link 
between 
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STD and HIV transmission in the United States is related to heterosexual 
transmission of HIV. In the United States, heterosexual transmission represents 
the fastest growing proportion of AIDS cases (CDC, 1994c). Studies indicate 
that heterosexual transmission of HIV is currently most common among age, 
ethnic, and socioeconomic groups that have the highest incidence of traditional 
STDs, such as gonorrhea and syphilis (Ellerbrock et al., 1992; Johnson et al., 
1993; Edlin et al., 1994; Levine et al., 1995; Shakarishvili et al., 1995). In 
addition, increases in syphilis incidence in specific areas throughout the United 
States have preceded increases in HIV prevalence among prenatal women by 
about two years (St. Louis et al., 1995). For example, the geographic 
distribution of reported gonorrhea and syphilis in the United States corresponds 
closely with the distribution of areas with the highest prevalence of HIV among 
pregnant women (Figure 2-5). 

In the absence of prospective studies or formal trials of strengthened STD 
interventions to reduce sexual transmission of HIV in the United States (which 
may not be feasible), mathematical modeling may be essential to assess the 
potential impact of reducing STDs on HIV transmission. Such models are very 
complex and dependent on many assumptions related to sexual behaviors, the 
natural history and epidemiology of STDs, and the interactions between STDs 
and HIV. Robinson and colleagues (1995) predicted that a 50 percent reduction 
in the duration of STDs in Uganda could decrease HIV transmission by 43 
percent—a prediction remarkably close to that observed in the intervention trial 
in nearby Tanzania. A number of approaches have been used to model the 
impact of various determinants on the spread of HIV and other STDs and the 
influence of other STDs on the HIV epidemic (Appendix C). 

Boily has developed a model using published data on the distribution of 
sexual activity in the United States; estimates of the prevalence and duration of 
chlamydial infection; the effect of chlamydial on the efficiency of HIV 
transmission (including effects on infectivity and susceptibility to HIV); 
assumptions on the patterns of sexual mixing of the U.S. population; and 
demographic parameters (Appendix C). Given parameter assumptions, the 
model showed that HIV infection could not be established in the general U.S. 
heterosexual population in the absence of chlamydial infection (or other STDs 
with comparable effects on HIV transmission). 

The work of Over and Piot (1993) also supports the concept that reducing 
STDs could have a significant impact on sexually transmitted HIV infections. 
As mentioned previously, they estimated that successfully treating or preventing 
one hundred cases of syphilis among high-risk groups for STDs would prevent 
1,200 HIV infections that would be linked to those one hundred syphilis 
infections during a 10-year period. 
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ECONOMIC CONSEQUENCES OF STDS 


While the substantial morbidity caused by STDs is now being more widely 
recognized, little attention has been paid to what they cost. Limited resources 
and current competing health care needs, however, are forcing consideration of 
the economic consequences of STDs as a pivotal criterion for determining the 
relative urgency of this problem. By this measure also, STDs rank as a 
formidable health problem. 


Estimating STD-Associated Costs 


The economic burden of STDs is associated with both direct and indirect 
cost. Direct costs refer to expenditures for health care and represent the value of 
goods and services that actually were used to treat STDs or associated sequelae. 
These direct health care expenditures may be for either medical or nonmedical 
services and materials. Examples of STD-related direct costs include costs for 
health professionals' services (i.e., physicians, nurses, and technicians), costs of 
laboratory services, and cost of hospitalizations for STD (i.e., hospital 
accommodations and operating room). Resources used for transportation, 
residential care, special education, and other similar purposes are also 
considered direct costs. In contrast, indirect costs refer to lost productivity and 
represent the value of output forgone by individuals with STDs and associated 
disability. Indirect costs include these lost wages due to not working and/or 
value of household management that is not performed because of STD-related 
illnesses. Lost wages due to premature deaths are also considered indirect costs. 

The costs of a few STDs have been estimated (IOM, 1985; Washington et 
al., 1987; Washington and Katz, 1991), but no comprehensive, current analysis 
of the direct and indirect costs of STDs is available. Such information is vital to 
accurately depict the full magnitude of the STD problem. Moreover, only with 
complete STD cost data can the true benefits of investments in STD prevention 
be assessed. Therefore, the committee commissioned a paper to provide the 
basis for estimating the economic burden of STDs. Results from this analysis 
(conducted by Joanna Siegel at the Harvard School of Public Health) are 
summarized below (Table 2-5) and described in more detail in Appendix D. 

Total costs for a selected group of common STDs and related syndromes 
are estimated to be approximately $10 billion in 1994 dollars (Table 2-5). 
Important to note is that this rough, conservative estimate does not capture the 
economic consequences of several other STDs and associated syndromes such 
as vaginal bacteriosis, trichomoniasis, nongonococcal urethritis, mucopurulent 
cervicitis, lymphogranuloma venereum, molluscum contagiosum, scabies, and 
pediculosis pubis. Nor does this estimate include the annual cost of sexually 
transmitted HIV/AIDS-related illness, which is estimated to be $6.7 billion 
(Table 2-5). Inclusion of these costs raises the overall cost of sexually 
transmitted illnesses in the United 
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Table 2-5 Estimated Costs of Selected STDs and Associated Sequelae in the United 
States, 1994 


STD Direct Cost Total Cost* 
(1994$ millions) (1994$ millions) 


Bacterial? 

Chlamydial infection 1,513.9 2,013 
Gonorrhea 790.6 1,051 
Pelvic inflammatory disease 3,118.8 4,148 
Syphilis 79.4 106 
Chancroid 0.7 1 
Viral 

Herpes simplex virus infection> 178.3 237 
Human papillomavirus infection® 2,877.5 3,827 
Hepatitis B virus infection“ 117.0 156 
Cervical cancer* 554.0 737 
Subtotal STDs (excluding HIV/AIDS) 7,484.4° 9,954° 
Sexually transmitted HIV/AIDS! 5,025.0 6,683 
Total (including HIV/AIDS)? 12,509.4 16,638 


4 Total cost assumes a direct to indirect cost ratio of 3:1 (total cost = direct cost x 1.33); this is 
based on computed ratios for chlamydia of 1:1 (Washington AE, et al., 1987; see above); pelvic 
inflammatory disease of 2:1 (Washington AE, Katz P. Cost of and payment source for pelvic 
inflammatory disease. Trends and projections, 1983 through 2000 [see comments]. JAMA 
1991;266:2565-9), and hepatitis B of 1:1 (Hepatitis Branch, CDC, unpublished data, 1996). 

> Bacterial STD, herpes simplex virus infection, and cervical cancer direct costs estimates from 
Joanna E. Siegel, Sc.D., Harvard School of Public Health (Appendix D of the present report). 
Estimate assumes 70 percent of cervical cancer is STD-related. 

© Human papillomavirus direct cost estimate provided by Laura Koutsky, Ph.D., Center for 
AIDS and STD, University of Washington, Seattle, based on data from Medicaid and other 
sources. Cost estimate excludes cost of HPV-related cervical cancer. 

4 Hepatitis B virus infection direct costs based on unpublished data from the Hepatitis Branch, 
Centers for Disease Control and Prevention, Atlanta. Assumes half of estimated cases are 
sexually transmitted. 

© Estimate assumes that the non-pelvic-inflammatory-disease-related costs for chlamydia are 
approximately $462 million, or approximately 30.5 percent of total chlamydial costs 
(Washington AE, Johnson RE, Sanders LL. Chlamydia trachomatis infections in the United 
States: what are they costing us? JAMA 1987;257:2070-2), and the non-pelvic-inflammatory- 
disease-related costs for gonorrhea are $96.4 million or the cost of just primary treatment for 
gonorrhea (Appendix D of present report). 

f HIV/AIDS estimates provided by James G. Kahn, M.D., M.P.H., Institute for Health Policy 
Studies, University of California, San Francisco, based on data in Hellinger FJ. The lifetime 
cost of treating a person with HIV. JAMA 1993;270:474-8; CDC. HIV/AIDS surveillance 
report. Atlanta: Centers for Disease Control and Prevention, 1995;7(2); and Rosenberg PS. 
Scope of the AIDS epidemic in the United States. Science 1995;270:1372-5. Does not reflect 
costs of more recently recommended therapeutic regimes for this infection. 
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States to nearly $17 billion in 1994. These cost estimates underscore the 
enormous burden of STDs on the U.S. economy. They also represent 
compelling evidence of the need for effective STD prevention programs, 
especially in light of the fact that a sizable proportion of the direct costs of 
STDs results from failure to detect and effectively manage STDs in the initial, 
acute stage. For example, nearly three-fourths of the $1.5 billion cost of 
chlamydial infections is due to preventable consequences of untreated, initially 
uncomplicated infections (Washington et al., 1987; Appendix D). 


Sources of Payment for STD-Related Costs 


There are limited data regarding who pays for the costs associated with 
STDs. A study of payment sources for pelvic inflammatory disease from 1983 
through 1987 found that private insurance and public payment sources covered 
41 and 30 percent, respectively, of the direct costs associated with this STD 
(Washington and Katz, 1991). During the study period, the proportion of 
payments from private insurance decreased from 54 to 41 percent. Another 
study in a Midwest county hospital in 1984 and 1985 showed that 54 percent of 
total charges associated with pelvic inflammatory disease were not reimbursed 
by a third-party payer or by county funding to the hospital (Nettleman and 
Jones, 1989). 


CONCLUSIONS 


STDs affect persons of all racial, cultural, socioeconomic, and religious 
groups in the United States. Persons of all sexual orientations and sexually 
active persons in all states, communities, and social networks are at risk for 
STDs. These diseases are a tremendous health and economic burden on the 
people of the United States. STDs predominantly affect otherwise healthy youth 
and young adults, but the consequences can be lifelong. This impact is largely 
unrecognized by the public and even some health care professionals. Severe 
complications of STDs include cancer, reproductive health problems, 
neurologic diseases, and sometimes death. Women and their infants bear a 
disproportionate burden of these STD-associated complications. The committee 
estimates that the total annual cost associated with major STDs is 
approximately $10 billion, which rises to $17 billion when sexually transmitted 
HIV infections are included. The large number of STD-related deaths and 
morbidity, and the high costs of managing STDs and their complications, in the 
United States underscores the importance of effective prevention programs for 
STDs. Many cases of cancer, infertility, spontaneous abortions, low birth 
weight, STD-related deaths, and other STD-related conditions are clearly 
preventable. These data justify investing in effective STD prevention programs 
to both reduce human suffering and contain health care costs. 
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The impact of STDs on women's health is substantial. STDs 
disproportionately impact women because women are more susceptible to 
infection, they are more likely to have undetected infections, and they are more 
likely to have STD-related complications compared to men. Adolescents and 
young adults are at greatest risk for acquiring STDs. Female adolescents appear 
to be particularly susceptible to several STDs. As described in Chapter 3, 
adolescents and young adults are also likely to lack information regarding 
STDs, lack health insurance, and use intoxicating drugs; these factors 
significantly increase risk for STDs. 

Many STDs increase an individual's risk for acquiring and transmitting 
HIV infection. Therefore, reducing STDs would decrease the incidence of HIV 
infection in the population. Given the strong association between certain STDs 
and cervical, liver, and other cancers, cancer prevention programs need to 
incorporate STD prevention strategies as means for preventing such cancers. As 
emerging and reemerging infections, new sexually transmitted infections appear 
on a regular basis and are likely to continue to do so as long as rates of risky 
sexual behaviors remain high and global economic and demographic factors 
continue to promote emergence of new STDs. STDs are major international 
health problems, and all nations will have to contribute to prevention efforts on 
a global scale. 
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3 


Factors that Contribute to the Hidden 
Epidemic 


HIGHLIGHTS 


One-quarter of adolescents and young adults in high-risk age 
groups for STDs do not have health care coverage. 

Only 11 percent of teenagers surveyed reported getting most of 
their information regarding STDs from their parents or other family 
members. 

Among prime-time network television shows, there is only 1 
portrayal of protective behavior or comment regarding STDs for 
every 25 instances of sexual behavior shown. 

Nearly 70 percent of students in the twelfth grade have had sexual 
intercourse and 27 percent of twelfth-grade students have had sex 
with four or more partners. 

Knowledge and awareness of STDs among the public is poor; 
almost two-thirds of women 18-60 years of age surveyed knew 
nothing or very little about STDs other than AIDS. 


STDs are behavior-linked diseases that result from unprotected sex. 
Behavioral, biological, and social factors contribute to the likelihood of 
contracting an STD. Wasserheit (1994) has described how microenvironments, 
including microbiological, hormonal, and immunologic factors, influence 
individual susceptibility and transmission potential for STDs. These 
microenvironments are partially determined by an individual's sexual practices, 
substance use, and other health behaviors. These health behaviors, in turn, are 
influenced by socioeconomic, epidemiologic, and other macroenvironmental 
factors. In this chapter, the committee examines biological factors contributing 
to the spread of STDs and shows how both broad and specific social factors 
affect exposure to STDs and create obstacles to STD prevention. In Chapter 4, 
the committee examines behavioral factors contributing to risk of STDs. 


BIOLOGICAL FACTORS 


In Chapter 2, several biological factors that affect the risk of acquiring or 
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transmitting STDs, such as gender and other preexisting or concurrent STDs 
including HIV infection, were discussed. Other biological factors that 
contribute to the spread of STDs include the lack of conspicuous signs and 
symptoms manifested by infected persons, the long lag time from initial 
infection to signs of severe complications, and the propensity of STDs to more 
easily infect young women and female adolescents than men. In addition, the 
committee summarizes the potential impact of male circumcision, vaginal 
douching, risky sexual practices, and other factors on the spread of STDs or risk 
of sequelae. 


Asymptomatic Infections 


As discussed in Chapter 2, many STDs either do not produce acute 
symptoms or clinical signs of disease or do not produce symptoms sufficiently 
severe for an infected individual to seek medical attention. For example, as 
many as 85 percent of women with chlamydial infection are asymptomatic 
(Fish et al., 1989; Judson, 1990; Stamm et al., 1990). A study of college women 
seen for routine gynecological examinations found that 79 percent of those who 
tested positive for chlamydial had no symptoms of disease (Keim et al., 1992). 
Asymptomatic infection also contributes to the spread of viral STDs including 
HIV infection, hepatitis B virus infection, genital herpes, and human 
papillomavirus infection. HIV infection is a prime example of how certain 
STDs that may go unrecognized for many years allow wide dissemination of 
infection before it is detected and treated. Lack of awareness that most cases of 
certain STDs are asymptomatic or otherwise unrecognized leads many 
susceptible persons to falsely believe that it is possible to tell whether a 
potential partner is infected with an STD, and similarly explains why many 
infected asymptomatic persons fail to take precautions to avoid transmitting 
their infection. Even when symptoms are present, many STDs have nonspecific 
signs and symptoms, making them difficult to diagnose without laboratory tests. 
Asymptomatic infection, therefore, is an extremely important biological factor 
that reduces the likelihood that infected individuals will seek health care and/or 
receive appropriate diagnoses. This hinders detection and treatment of the 
infection, increases the period of infectiousness, and thereby promotes the 
spread of the infection. 


Lag Time to Complications 


Another biological factor that contributes to the STD epidemic is the long 
period of time (sometimes years or decades) from initial infection until the 
appearance of clinically significant problems. The best examples of sexually 
transmitted pathogens and complications that have long lag times are (a) human 
papillomavirus and cervical cancer and (b) hepatitis B virus and liver cancer. In 
both instances, the initial phase of the infection is often asymptomatic and 
creates obstacles to detection and treatment, as noted above. In addition, the 
clinical 
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signs of the associated life-threatening cancers usually do not appear until years 
or decades after the initial infection. Because of this phenomenon, many cases 
of STD-related cancers and other long-term complications are not attributed to a 
sexually transmitted infection. At both individual and population levels, the lack 
of a perceived connection between sexually transmitted infections and these 
serious complications reduces both the perceived significance of STDs and the 
motivation to undertake preventive action. Although the lag time between 
exposure to HIV and development of clinical symptoms of AIDS likewise can 
be quite long, there is greater awareness of the link between unprotected sex 
and the risk of acquiring HIV, and ultimately AIDS, compared to other STDs. 


Increased Susceptibility of Women and Female Adolescents 


Age and gender may influence risk for an STD. Specifically, as mentioned 
in Chapter 2, young women and female adolescents are more susceptible to 
STDs compared to their male counterparts because of the biological 
characteristics of their anatomy (Cates, 1990). This is because in puberty and 
young adulthood, specific cells (columnar epithelium) that are especially 
sensitive to invasion by certain sexually transmitted organisms, such as 
chlamydial and gonococcus, extend from the inner cervix out over the vaginal 
surface of the cervix, where they are unprotected by cervical mucus. These cells 
eventually recede into the inner cervix with age. 

In addition to biological factors, women and female adolescents may also 
find it more difficult than men to implement protective behaviors, partly 
because of the power imbalance between men and women (Elias and Heise, 
1994; IOM, 1994). For example, condoms are the most effective protection 
against STDs for sexually active persons, but the decision whether to use a 
condom is ultimately up to the male partner, and negotiating condom use may 
be difficult for women (Rosenberg and Gollub, 1992). The determinants of 
condom use are discussed in Chapter 4. 


Other Biological Factors 


Other biological factors that may increase risk for acquiring, transmitting, 
or developing complications of certain STDs include presence of male penile 
foreskin, vaginal douching, risky sexual practices, use of hormonal 
contraceptives or intrauterine contraceptive devices, cervical ectopy, immunity 
resulting from prior sexually transmitted or related infections, and nonspecific 
immunity conferred by normal vaginal flora. 

Lack of male circumcision seems to increase the risk of acquiring and 
perhaps transmitting certain STDs. A review of 30 published epidemiological 
studies that examined the relationship between HIV infection and male 
circumcision concluded that most studies found a statistically significant 
association between 
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lack of circumcision and increased risk for HIV infection (Moses et al., 1994). 
In a prospective study of men at high risk for STDs, those who were not 
circumcised were 8 times as likely to become infected with HIV than 
circumcised men (Cameron et al., 1989). Another study of gay men suggested 
that uncircumcised men were twice as likely to be infected with HIV compared 
to circumcised men (Kreiss and Hopkins, 1993). As a result of these studies, 
some have proposed that male circumcision be considered an intervention to 
prevent HIV infection. Several studies have found associations between lack of 
circumcision and other STDs, including chancroid (Aral and Holmes, 1990). It 
has been hypothesized that lack of circumcision increases risk for STDs 
because (a) the cells that line the fold of skin that is removed by circumcision 
are prone to trauma or infection, (b) this fold of skin may serve as a reservoir 
for pathogens, and (c) this fold of skin may increase the likelihood that 
infections will go undetected (Aral and Holmes, 1990). 

Vaginal douching seems to increase risk for pelvic inflammatory disease 
(Forrest et al., 1989; Wolner-Hanssen, Eschenbach DA, Paavonen J, Stevens 
CE, et al., 1990;). In one study, compared to women who did not douche, 
women who douched during the previous 3-month period were twice as likely 
to have clinical pelvic inflammatory disease (Scholes et al., 1993). The risk for 
pelvic inflammatory disease seems to increase with greater frequency of 
douching (Wolner-Hanssen, Eschenbach DA, Paavonen J, Stevens CE, et al., 
1990; Scholes et al., 1993). 

Certain sexual practices such as receptive rectal intercourse predispose to 
STDs. As mentioned in Chapter 2, STDs such as HIV infection and hepatitis B 
virus infection are more easily acquired by rectal intercourse than by vaginal 
intercourse. This may be because the bleeding and tissue trauma that can result 
from rectal intercourse facilitate invasion by pathogens. Other sexual practices, 
such as sex during menses and "dry sex," also predispose to acquisition of an 
STD. 

The influence of hormonal contraceptives on acquisition and transmission 
of STDs is not fully defined. However, several studies have found oral 
contraceptive use to be associated with increased risk of acquiring chlamydial 
infection (Critchlow et al., 1995) but with decreased risk of developing pelvic 
inflammatory disease among women with chlamydial infection (Wolner- 
Hanssen P, Eschenbach DA, Paavonen J, Kiviat N, et al., 1990; Kimani et al., 
1996). Some, but not all, studies have found an association of oral 
contraceptives with increased risk of HIV acquisition (Cates, in press). A recent 
study in Kenya has demonstrated that use of oral contraceptives or injectable 
progesterone among women with HIV-1 infection is associated with increased 
shedding of HIV-1 DNA from the cervix (Mostad et al., 1996). In one animal 
model study, monkeys with progesterone implants were several times more 
likely to become infected with the simian immunodeficiency virus than 
monkeys who did not have such implants (Marx et al., 1996). More study is 
indicated, but these data raise the 
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possibility that hormonal contraceptives may increase the likelihood of 
infectious genital tract secretions in HIV-infected women and/or increase 
susceptibility to HIV infection. 

Cervical ectopy (extension of columnar epithelial cells present in the adult 
endocervix onto the exposed portion of the cervix within the vagina) has also 
been found to be a risk factor for HIV infection (Moss et al., 1991). Among 
women attending an STD clinic and among college women, cervical ectopy was 
positively associated with use of oral contraceptives and with chlamydial 
infection; ectopy disappeared with increasing age (Critchlow et al., 1995). 

As previously discussed, other STDs can increase risk for acquiring or 
transmitting HIV infection. However, prior infection with certain STDs can 
provide specific immunity against reinfection with the same pathogen 
(Plummer et al., 1989; Brunham et al., 1994). Cross-immunity (protection 
conferred by prior infection with a different pathogen) also occurs. For 
example, a prospective study of women found that asymptomatic shedding of 
herpes simplex virus type 2 occurs more often during the first three months 
after acquisition of primary type 2 disease (Koelle et al., 1992). Among persons 
with herpes simplex virus type 2 infections, previous infection with type 1 virus 
was associated with a lower rate of asymptomatic viral shedding. This 
observation suggests that, as prevalence of herpes simplex virus type | 
infections in childhood decline, the risk of herpes simplex virus type 2 infection 
may be increased when this STD is encountered by a sexually active adult. 
Nonspecific immunity may make some individuals more resistant to certain 
STDs even though they have never experienced prior STDs or related 
infections. For example, the normal vaginal flora contains hydrogen-peroxidase- 
producing bacteria that have antimicrobial activity. Recent data suggest that 
women with bacterial vaginosis who lack hydrogen-peroxidase-producting 
bacteria (lactobacilli) are at increased risk of gonorrhea (Sharon Hillier and 
King Holmes, University of Washington, unpublished data, 1996; Martin et al., 
1996). 


SOCIAL FACTORS 


On a population level, preventing the spread of STDs is difficult without 
addressing social issues that have a tremendous influence on transmission of 
STDs. Some fundamental societal problems such as poverty, lack of education, 
and social inequity indirectly increase the prevalence of STDs in certain 
populations. In addition, lack of openness and mixed messages regarding 
sexuality create obstacles to STD prevention for the entire population and 
contribute to the hidden nature of the STDs. In the following discussion, the 
committee highlights several social problems that directly affect the spread of 
STDs in subpopulations and shows how societal norms regarding sexuality 
impede prevention of STDs. In Chapter 4 the committee describes interventions 
that can be used to lessen the 
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adverse impact of these social problems on STDs, even if these dilemmas are 
not solved directly. 


Poverty and Inadequate Access to Health Care 


Health insurance coverage enables individuals to obtain professional 
assistance in order to prevent potential exposures to sexually transmitted 
infections and to seek care for suspected STDs. Uninsured persons delay 
seeking care for health problems longer than those who have private insurance 
or Medicaid coverage (Freeman et al., 1987; Donelan et al., 1996). Those with 
private health insurance who are living at or near poverty level have limited 
access to health care because of copayments and deductibles that are typically 
part of private insurance coverage (Freeman and Corey, 1993). Medicaid 
coverage is often less effective than private health insurance coverage since 
many physicians refuse to treat Medicaid beneficiaries, thereby restricting 
access to comprehensive health services (Schwartz et al., 1991). 

Private health insurance generally provides the most comprehensive 
coverage with the greatest access to physicians and other health care 
professionals. However, not all plans offer adequate coverage for STD-related 
services. Little information is available on coverage for STD-related services in 
the private health care sector. A recent study of how women pay for 
reproductive health care suggests that many health plans either do not cover 
some important STD-related preventive reproductive health services or require 
copayments and deductibles for these services (WREI, 1994). STD-related 
diagnostic and treatment services are covered under general clinical care. 
However, the study found that only about half of all health plans cover 
preventive care such as routine gynecological examinations that may be 
important in detection of asymptomatic sexually transmitted infections. 

Managed care organizations may provide better coverage for certain STD- 
related services than do many indemnity health plans, but they pose different 
challenges to the prevention of STDs, particularly for many Medicaid 
beneficiaries enrolled in managed care. Most managed care organizations 
require their enrollees to obtain all their health services from the plan's network 
of providers. This disrupts established patterns of STD care for many women on 
Medicaid by denying patients access to their preferred providers. A recent study 
found that neither the federal government nor the states had taken steps to 
ensure that Medicaid beneficiaries enrolled in managed care organizations 
could obtain services from family planning programs or public STD clinics 
(Rosenbaum et al., 1995). A number of family planning programs have taken 
the initiative to develop contracts with managed care organizations that serve 
Medicaid clients, thus both avoiding the problem of nonreimbursed out-of-plan 
use and retaining an important source of revenue for their program (Orbovich, 
1995). This is an especially important policy issue as states increasingly 
encourage or require Medicaid 
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beneficiaries to enroll in managed care organizations. The role of managed care 
organizations and other health plans in STD prevention is further discussed in 
Chapter 5. 

Health insurance coverage influences where people obtain STD services. A 
recent study found that uninsured women and those covered by Medicaid were 
far more likely to obtain reproductive health services from a public or 
community-based clinic rather than a private physician's office, compared to 
women who were covered by either a managed care organization or other 
private health insurance (Sonenstein et al., 1995). Even those with adequate 
insurance coverage may be reluctant to obtain care for potential STDs from 
their regular health care providers because of the social stigma associated with 
these infections. A significant number of persons with private insurance are 
reluctant to bring STD exposures to the attention of their family doctor or health 
plan and prefer the anonymity of a public STD clinic or other public clinic 
(Celum et al., 1995). 

In 1993, 40.9 million Americans, or 18.1 percent of the nonelderly 
population, were not covered by any public or private health insurance 
coverage, up from 39.8 million or 17.8 percent of the nonelderly population in 
1992 (EBRI, 1995b). Further analysis of these data revealed that of the 1.1 
million increase in uninsured persons from 1992 to 1993, 900,000 or 81.8 
percent of the newly uninsured population were children and youth under 18 
years of age (EBRI, 1995a). 

The age and ethnic groups with the highest rates of STDs are also the 
groups with the poorest access to health services. One-third of persons in high- 
risk age groups are uninsured or covered by Medicaid (UCLA Center for Health 
Policy Research, unpublished data, 1996). Among persons 15-29 years of age, 
25 percent are completely uninsured (Figure 3-1), including one in every five 
persons 15-20 years old and at least one in every four persons 21-29 years old. 
One in every nine persons 15-29 years old depends on Medicaid or other 
publicly sponsored insurance for health care access. In addition, Hispanic and 
African Americans are most likely to lack insurance coverage. 

Poverty and other socioeconomic factors also contribute to STD risk in 
other ways. Even if a person in poverty perceives himself or herself to be at risk 
for an STD, he or she may not practice preventive behaviors if there are other 
risks that appear more imminent or more threatening or both (Mays and 
Cochran, 1988; Ramos et al., 1995). Mays and Cochran (1988:951) point out 
that poor women of certain ethnic groups face continual danger and have few 
resources to deal with them: "Competition for these women's attention includes 
more immediate survival needs, such as obtaining shelter for the night, securing 
personal safety or safety of their children, or interfacing with the governmental 
system in order to obtain financial resources." Traditional cultural values 
associated with passivity and subordination also diminish the ability of many 
women to adequately protect themselves (Amaro, 1988; Stuntzner-Gibson, 
1991). 
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Figure 3-1 

Distribution of 15-29-year-old persons in the United States by health insurance 
coverage, 1993. SOURCE: UCLA Center for Health Policy Research, 
unpublished data, 1996. 


Substance Use 


Substance use, especially drugs and alcohol, is associated with STDs at 
both population and individual levels.' At the population level, rates of STDs 
are high in geographic areas where rates of substance use are also high, and 
rates of substance use and STDs have also been shown to co-vary temporally 
(Greenberg et al., 1991). At the individual level, persons who use substances are 
more likely to acquire STDs (Marx et al., 1991; Anderson and Dahlberg, 1992; 
Shafer et al., 1993). There are several possible reasons for this association. One 
is that underlying social and individual factors lead both to higher rates of STDs 
and to greater use of substances. Social factors such as poverty, lack of 
economic and educational opportunities, and weak community infrastructure 
may contribute to both outcomes. Individual factors, such as risk-taking and 
low self-efficacy, could similarly contribute to both outcomes. 


' Much of the following discussion of substance use and STDs was based on the 
following paper: Beltrami JF, Wright-DeAgiiero LK, Fullilove MT, St. Louis ME, Edlin 
BR. Substance abuse and the spread of sexually transmitted diseases. Commissioned 
paper for the IOM Committee on Prevention and Control of STDs. 
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Use of substances may also directly contribute to risk of STD infection by 
undermining an individual's cognitive and social skills, thus making it more 
difficult to take actions needed to protect themselves against STDs. For 
example, at low doses cocaine can decrease inhibitions and heighten sexuality, 
leading to increased numbers of sexual encounters and partners and to increased 
high-risk sexual behaviors (Marx et al., 1991). In addition, drug users may be at 
greater risk for STDs as a result of the practice of trading sex for drugs; in these 
situations, drug users have a large number of high-risk partners (Marx et al., 
1991). Those who are involved in frequent and sustained use of substances are 
most likely to be at risk for STDs. 

Data from the National Household Survey on Drug Abuse indicate that, in 
1994, approximately 54 percent of the U.S. population age 12 and over and 63 
percent of those age 18-25 used alcohol in the prior month (SAMHSA, 1995). 
In addition, approximately 6 percent of the U.S. population used an illicit drug 
in the prior month, and there were approximately 500,000 crack cocaine users 
during the year. 

To illustrate the broad impact of substance use on STD transmission, the 
committee focused on the association of STDs with use of two substances: 
crack cocaine, often used by disenfranchised groups, and alcohol, which is 
commonly used by most Americans, especially adolescents. In the following 
sections, the committee describes the evidence for the association between 
substance use/abuse and STDs. 


Impact of Crack Cocaine on STD Transmission 


Numerous studies show that drug use is associated with increased risk of 
STDs, including HIV infection. Marx and colleagues (1991) reviewed 16 
epidemiologic studies that examined drug use, sexual behavior, and STDs. 
Crack use paralleled the trends for syphilis, gonorrhea, chancroid, and HIV 
infection, both temporally and among the groups most affected. For example, a 
study at an STD clinic in 1990 in Trenton, New Jersey, evaluated the 
relationship between syphilis and behavior related to sexual activity and drug 
use (Finelli et al., 1993). The study showed that in addition to crack use and 
lack of condom use within the past three months, a high number of sex partners, 
drug-using partners, and partners exchanging sex for drugs increased the risk 
for syphilis, especially for women. 

The association of syphilis and crack cocaine may lead to concentrations 
of the disease in specific social networks and in crack houses. For example, in 
1991 and 1992, a series of syphilis outbreaks in four rural towns in Texas were 
linked to crack users exchanging sex for drugs (Schulte et al., 1994). Three 
outbreaks were concentrated in neighborhoods where crack cocaine dealers 
worked and where exchange of sex for drugs or money was common. All 26 
cases in one outbreak were linked to a single sex worker. In a second outbreak, 
all 34 cases were among people frequenting a crack house, 3 of whom were sex 
workers. In 
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the third and fourth outbreaks, 12 percent and 50 percent of infected persons, 
respectively, reported exchanging sex for drugs or money. 

Crack cocaine use is associated with high-risk sexual behaviors such as 
multiple partners and unprotected sex. McCoy and Inciardi (1993) found that in 
a sample of women who did not inject drugs, crack was found to be the 
strongest predictor of high-risk sexual behavior. Edlin and others (1994) 
reported in a multisite study that crack smokers were at greater risk for HIV 
infection compared to persons who did not smoke crack. In addition, male crack 
users are more likely than those who do not use crack to choose high-risk 
partners (Seidman et al., 1994). Compared with heroin users, men who used 
crack also are more likely to have a greater number of sex partners and to 
receive money or drugs for sex (Hudgins et al., 1995). 


How Drug Use Increases STD Transmission 


How does substance use increase STD transmission on a population level? 
Examining the population-wide impact of crack cocaine may provide answers. 
Crack cocaine appears to play a central role in the transmission of STDs within 
various social networks. The transmission and persistence of STDs in a 
population or social network are dependent on the rate of partner change, the 
probability of transmission of infection from an infected individual to a 
susceptible individual, and the duration of infectiousness (May and Anderson, 
1987). The rate of partner change can be considered to be a function of a 
complex set of interactions involving social and sexual networks, sex partner 
mixing patterns, and other parameters. The rate of partner change is influenced 
by the exchange of sex for drugs that results from crack cocaine use (Marx et 
al., 1991; Edlin et al., 1994). The probability of infection per sexual encounter 
is influenced both by the type of sexual contact and by specific sexual practices 
and is strongly affected by the use of condoms. The urgency to use crack may 
overwhelm any consideration of condom use. Because crack use in persons with 
STDs discourages health-care-seeking behavior (Webber et al., 1993) and 
modifies social norms with respect to behavior such as engaging in unprotected 
sex (Finelli et al., 1993) or having multiple sex partners (Greenberg et al., 
1992), the duration of infectiousness in these persons may be lengthened. In 
addition, explosive bursts of new partner acquisition, particularly in crack 
houses or other settings where addicted persons trade sex for drugs, represent a 
potentially powerful mechanism for amplifying and maintaining chains of 
transmission of genital ulcer diseases among crack users. Crack also appears to 
influence health-care-seeking behavior among pregnant women infected with 
STDs, resulting in late or absent prenatal care (Warner et al., 1995); frequent 
changes in prenatal care providers may complicate appropriate follow-up for 
positive serologic tests. 
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Association Between Alcohol Use and STDs 


Although some studies have failed to find a correlation between alcohol 
use and unprotected heterosexual intercourse (Leigh and Stall, 1993; Leigh et 
al., 1994), most studies show that both average and extreme alcohol use are 
associated with greater risk of STDs. From 1988 to 1990, 2,896 adults 
completed the General Social Survey, a nationally representative household 
survey of U.S. adults (Anderson and Dahlberg, 1992). Respondents who 
reported that they sometimes drink "more than they should" were more likely to 
have had the following three outcome variables compared to those who did not: 
sexual intercourse with two or more partners, intercourse with five or more 
partners, and intercourse with a stranger in the past year. A household survey in 
the San Francisco Bay area showed that having ever had an STD was associated 
with nonmonogamous behavior; with having more than five sex partners in the 
last five years; and, at a minimum with, three kinds of drinking behavior: going 
to a bar at least monthly, getting drunk at least annually, and having five or 
more drinks at one sitting in the last year (Ericksen and Trocki, 1992). In 
addition, a large nationwide survey in 1991 and 1992 showed that persons who 
occasionally drank five or more drinks at one sitting were significantly more 
likely to have multiple partners, be nonmonogamous, and participate in other 
high-risk sexual activities (Caetano and Hines, 1995). 

A number of studies have reported that for men who have sex with men, 
drug and alcohol use are risk factors for relapse into unsafe sexual behaviors 
(Stall et al., 1986; Siegel et al., 1989). Alcohol use among adolescents has also 
been found to be associated with high-risk sexual behaviors (Hingson et al., 
1990; Shafer et al., 1993; Lowry et al., 1994). In addition, alcohol use has been 
found to be a risk factor for HIV-related sexual behaviors among runaway 
youth (Koopman et al., 1994), the mentally ill (Kalichman et al., 1994), and 
seronegative female partners of HIV-seropositive men (Kennedy et al., 1993). 
In a survey of attendees at an STD clinic, drug and alcohol use was found to 
correlate with unprotected sex during their most recent sexual intercourse 
(CDC, 1990). In a multiple logistic regression analysis controlling for age, race, 
income, number of sex partners, and other variables, failure to use condoms was 
significantly associated with drug and alcohol use at the last sexual encounter 
for heterosexual men. 


Sexual Abuse and Violence 


Sexual violence against women and sexual abuse of children are societal 
problems of enormous consequences. Approximately 500,000 women were 
raped annually in 1992 and 1993 in the United States (U.S. Department of 
Justice, 1994), and studies suggest that approximately one in three young girls 
and one in six young boys may experience at least one sexually abusive episode 
by the time they reach adulthood (Guidry, 1995). Women who have been 
sexually abused 
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during childhood are twice as likely to have gynecological problems, including 
STDs, compared to women who do not have such a history (Plichta and 
Abraham, 1996). In addition, women with a history of involuntary sexual 
intercourse are more likely to have voluntary intercourse at an earlier age (a risk 
factor for STDs) and to have subsequent psychological problems (Miller et al., 
1995). 

Transmission of STDs as the result of sexual abuse is particularly salient 
among prepubescent children and very young adolescents. STDs among 
children presenting for care after the neonatal period almost always indicate 
sexual abuse (AAP, Committee on Child Abuse and Neglect, 1991; Gutman et 
al., 1991; CDC, 1993). Sexually abused children may have severe and long- 
lasting psychological consequences, may become sexual abusers themselves, 
and may abuse children (Guidry, 1995). In addition, they may engage in a 
pattern of high-risk behavior that often puts them at risk for further abuse and 
subsequent STDs. Guidelines for the clinical management of children with 
STDs as a result of suspected abuse have been published (CDC, 1993; AAP, 
Committee on Child Abuse and Neglect, 1991). 

Many women who are subjected to sexual violence may not be able to 
implement practices to protect against STDs or pregnancy (O'Leary and 
Jemmott, 1995; Plichta and Abraham, 1996). A phenomenon that also may 
impede protective behaviors among women is the pairing of older men with 
young women. The age discrepancy between older men and younger, 
sometimes adolescent, females may predispose to power imbalances in the 
relationship, thus increasing the potential for involuntary intercourse, lack of 
protective behavior, and exposure to STDs (Finkelhor and Associates, 1986). In 
addition, early initiation of sexual intercourse among adolescent males with an 
older female partner has been shown to increase the number of sex partners 
later in life (Weber et al., 1992). 


STDs Among Disenfranchised Populations 


STDs, like most communicable diseases in the United States, 
disproportionately affect disenfranchised groups and persons who are in social 
networks where high-risk health behaviors are common. These groups are often 
of low priority to policymakers since they possess little political power or 
influence and, without publicly sponsored health services, would not have 
access to STD-related services. In addition, these groups are difficult to reach, 
difficult to teach, and difficult to treat (Donovan, 1996). However, they are 
important from an STD prevention perspective because they represent "core" 
transmitters of STDs in the population (Thomas and Tucker, 1996). In this 
section, the committee describes several examples of populations at high risk 
for STDs that require special attention. 
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Sex Workers 


Sex workers and their clients represent traditional "core" transmitters of 
STDs (Plummer and Ngugi, 1990). Extremely high rates of STDs, including 
HIV infection, have been reported among sex workers in the United States 
(Darrow, 1992). For example, in a national study of more than 1,300 female sex 
workers, 56 percent had serological evidence of past or current hepatitis B virus 
infection (Rosenblum et al., 1992). Studies in the late 1970s and early 1980s 
found that up to 22 percent of sex workers screened in some U.S. cities were 
infected with gonorrhea (Plummer and Ngugi, 1990). As mentioned previously, 
exchanging sex for drugs is a major factor in the recent upsurge in syphilis 
infections in several large cities. In addition to unprotected sex with multiple 
partners, female sex workers also are likely to have other factors that increase 
their risk for STDs, such as intravenous drug use, a history of being victims of 
sexual abuse and violence, and inadequate access to health care (Rosenblum et 
al., 1992). 

Policies related to sex workers have ranged from punitive interventions 
such as criminalizing prostitution, as in the United States, to legalizing and 
controlling it, as is the case in many European countries. In those European 
countries, sex workers must submit to periodic health examinations and testing 
for STDs (Plummer and Ngugi, 1990). Studies indicate that screening and 
treatment programs to reduce the prevalence of STDs among sex workers, while 
ignoring the legal and moral debates regarding prostitution, may be effective in 
controlling outbreaks of treatable STDs, such as syphilis and chancroid, but less 
effective for untreatable STDs or STDs that are more widespread in the general 
population (Plummer and Ngugi, 1990). More recent approaches combine peer 
health educators, promotion of barrier methods, screening and treatment, and 
counseling (CDC, 1996a). 


Homeless Persons 


Estimates of the number of runaway and homeless adolescents in the 
United States vary from hundreds of thousands to millions (AMA, Council on 
Scientific Affairs, 1989). Adolescents living on the streets are at risk for many 
health problems, including STDs (Sherman, 1992). One study showed that 
approximately one-third of runaways in Los Angeles detention facilities had an 
STD at the time of detention (Manov and Lowther, 1983). Runaways and 
homeless adolescents are at increased risk for STDs because they tend to be 
more sexually active than other adolescents (Hein et al., 1978); have multiple 
high-risk sexual behaviors that include trading sex for drugs or money (AMA, 
Council on Scientific Affairs, 1989; Sugerman et al., 1991; Sherman, 1992; 
Forst, 1994); have high levels of substance use (Manov and Lowther, 1983; 
Sugerman et al., 1991; Sherman, 1992); and are frequently sexually and 
physically abused by others (AMA, Council on Scientific Affairs, 1989). A 
survey of states regarding pregnancy 
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prevention and family planning policy found that only eight states had a written 
policy on sexuality education for youths in out-of-home care (i.e., family foster 
care, group homes, and residential care) (Mayden, 1996). 

STDs are also a major problem among homeless adults. For example, a 
study of homeless women in Chicago seeking gynecological care revealed that 
26 percent had trichomoniasis, 6 percent had gonorrhea, and 5 percent had 
pelvic inflammatory disease (Johnstone et al., 1993). Another study of homeless 
persons in Baltimore found that 8 percent of men and 11 percent of women had 
positive gonorrhea or syphilis tests and nearly one-third reported a prior STD 
(Breakey et al., 1989). 


Adolescents in Detention 


Adolescents in detention facilities have higher rates of risky sexual and 
substance use behaviors than do other adolescents (Shafer et al., 1993; Shafer, 
1994). Adolescents in detention facilities may represent "core" transmitters of 
STDs since they have problems, such as high rates of drug and alcohol use and 
poor access to health care, that place them at continuing risk for STDs (Shafer, 
1994). Compared to other adolescents, those in detention facilities tend to have 
engaged in sexual intercourse earlier and more frequently; have engaged in 
unsafe sexual practices more often; and have higher rates of STDs (Bell et al., 
1985; DiClemente et al., 1991; Weber et al., 1992; Oh et al., 1994). Of 966 
sexually experienced male adolescents examined in an Alabama detention 
center, 48 percent became sexually active before age 13; age at first intercourse 
ranged from 5 to 17 years (Oh et al., 1994). In a study of 1,580 male 
adolescents in juvenile detention in rural Florida, 27 percent were sexually 
active by age 11 (Weber et al., 1992). Multivariate models show that 
inconsistent condom use, multiple partners, and frequent alcohol use appear to 
increase the risk of STDs (Shafer et al., 1993). These same factors are likely to 
play a role in the larger population as well. Although condom use is low among 
adolescents in detention, those who communicate with their partners regarding 
their sexual history and who know someone with AIDS are more likely to use 
condoms (Rickman et al., 1994). 

Both male and female adolescents in detention facilities have high rates of 
STDs. A 1994 national survey of state and local juvenile detention facilities 
found that the rate of gonorrhea was, respectively, 152 and 42 times greater 
among confined male and females adolescents than among their counterparts in 
the general population (CDC, 1996b). In a study of 414 sexually active male 
adolescents in a San Francisco detention center, 15 percent were diagnosed with 
at least one STD and 34 percent reported a history or had current evidence of an 
STD at the time of entry into the facility (Shafer et al., 1993). Twelve percent of 
male adolescents tested in an Alabama detention center for gonorrhea, 
chlamydial infection, and syphilis were positive for at least one of the three 
STDs (Oh et al., 1994). In addition, almost a third of the female adolescents in a 
King County, 
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Washington, detention facility, many of whom were sex workers, tested 
positive for chlamydial, gonorrhea, or both (Bell et al., 1985). 

In detention facilities, if STD education is provided, it is usually 
incorporated into HIV education programs. In 1994, approximately 57 percent 
of state juvenile detention facilities provided instructor-led HIV education and 7 
percent provided peer-led education programs (CDC, 1996b). Only one county 
correctional system reported making condoms available in its juvenile detention 
facilities (i.e., Alameda County, California) (Widom and Hammett, 1996). 


Adults in Detention 


The number of prisoners in the United States is at record levels. A total of 
1,104,074 persons were in state or federal prisons in June 1995 (U.S. 
Department of Justice, 1995). From 1990 through 1995, the number of prisoners 
grew at an annual rate of 7.9 percent. Inmates in correctional facilities have 
high levels of communicable diseases, including tuberculosis, hepatitis B virus 
infection, and HIV infection and other STDs (Glaser and Greifinger, 1993). A 
study of 6,309 men at the main jail facility for men in Los Angeles County used 
a rapid test for syphilis to show that the rate of infectious syphilis was 507 cases 
per 100,000 persons. This was more than 11 times higher than the rate in the 
general county population (Cohen et al., 1992). Results of routine testing for 
STDs between 1993 and 1994 show that up to 17 percent of inmates were 
infected with syphilis, up to 32.5 percent were positive for gonorrhea, and up to 
4.4 percent were positive for chlamydial (Hammett et al., 1995). Female 
detainees are at high risk of STDs because many are involved with drugs and 
exchange sex for drugs or money. For example, among women prisoners at 
Rikers Island in New York, 57 percent were jailed because of drug-related 
offenses and 80 percent had cocaine in their urine at the time of their arrest 
(Holmes et al., 1993). In 1988, 35 percent of a sample of female inmates at 
Rikers Island were positive for human papillomavirus (9 percent had abnormal 
Pap smears) (Bickell et al., 1991); 27 percent had positive cultures for 
chlamydial; 16 percent were serologically positive for syphilis; and 8 percent 
had positive cultures for gonorrhea (Holmes et al., 1993). 

The prevalence of HIV infection among incarcerated persons in the United 
States, like other STDs, is many times higher than in the general population 
(Hammett et al., 1995; CDC, 1996b). Comparing the HIV seroprevalence 
among entrants into 10 federal and state prisons to the seroprevalence among 
first-time blood donors, the prevalence among male and female detainees is 
more than 50 and 130 times, respectively, the rate among blood donors (CDC, 
1992b). Anonymous serosurveys of inmates throughout the United States 
indicate that anywhere from less than | percent to as high as 25.6 percent of 
inmates are HIV-positive and that female inmates often have higher infection 
rates compared to men (Hammett et al., 1995). 

The prevalence of STDs among incarcerated persons reflects both the high 
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prevalence of STDs in the social networks from which they come and the 
transmission of STDs among prisoners (Moran and Peterman, 1989). Within 
prisons, unprotected sex, intravenous drug use, and tattooing are potential 
modes of transmission of STDs, including HIV infection (Doll, 1988; Dolan et 
al., 1995; Hammett et al., 1995). A wide range of unprotected consensual and 
nonconsensual sexual activity occurs among prisoners and between prisoners 
and staff (Mahon, 1996). Although transmission of STDs has been documented 
among prisoners (Moran and Peterman, 1989; Mutter et al., 1994), it is unclear 
if prisoners in correctional facilities are more likely to acquire STDs, including 
HIV infection, during incarceration or outside in the community (Dolan et al., 
1995). While it is possible that the frequency of unprotected sexual intercourse 
or injecting drug use among prisoners is typically higher while they are not in 
confinement (Decker et al., 1984; Horsburg et al., 1990), some prisoners have 
high rates of risky behaviors while incarcerated. For example, one study of male 
Tennessee prisoners showed that 37 percent of prisoners reported using 
intravenous drugs while not incarcerated compared to 28 percent who reported 
such use while in prison, and 7 percent reported engaging in same-sex 
intercourse while not incarcerated compared to 18 percent who reported such 
intercourse in prison (Decker et al., 1984). 

Correctional systems are more focused on HIV education than for other 
STD educational programs. A 1994 survey revealed that 75 percent of state and 
federal correctional systems and 62 percent of city and county systems reported 
providing instructor-led HIV education (Hammett et al., 1995; CDC, 1996b). In 
addition, 35 percent of state and federal correctional systems and 7 percent of 
city and county systems reported peer-led educational programs in at least one 
facility. In contrast, 49 percent of state and federal systems and 48 percent of 
city and county systems reported instructor-led STD education. 

The National Commission on Correctional Health Care recommends that 
all inmates be screened for STDs and that a comprehensive education program 
and "appropriate protective devices" to reduce the risk of HIV/STDs be 
provided (NCCHC, 1992, 1994). In 1994, 82 percent of state and federal 
systems and 34 percent of city and county systems reported policies for 
screening all incoming inmates for syphilis, gonorrhea, and/or chlamydial 
infection (Hammett et al., 1995). Screening and follow-up treatment of 
prisoners for STDs are difficult because of the rapid turnover of inmates, and 
innovative screening programs are needed. An example of such a program for 
rapid screening and treatment for syphilis is presented in Box 3-1. 

Very few correctional facilities provide access to condoms. Facility 
administrators commonly cite the potential use of condoms as weapons or to 
conceal drugs or contraband as a reason for denying access (Hammett et al., 
1995). In addition, some prison administrators are concerned that providing 
condoms contradicts official policies that prohibit sexual activity among 
prisoners. Two state correctional systems (Mississippi and Vermont) and four 
local jail systems (New 
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York City, Philadelphia, San Francisco, and Washington, D.C.) make condoms 
available to inmates (CDC, 1996b). Among correctional systems with condom 
availability programs, there have been few or no problems with the use of 
condoms as weapons or to smuggle contraband (Hammett et al., 1995). Most 
correctional systems have a policy for notifying partners of inmates who test 
positive for a treatable STD if the partner is a fellow inmate. The high annual 
rate of turnover among prisoners, 800 and 50 percent in jails and prisons, 
respectively, is a major barrier to screening and follow-up treatment for STDs 
(Glaser and Greifinger, 1993). Follow-up of released detainees who test positive 
for STDs and notification of partners who are not inmates are considered to be 
rare. 


BOX 3-1 AN EFFECTIVE SCREENING AND TREATMENT 
PROTOCOL FOR SYPHILIS IN A CORRECTIONAL FACILITY 


A rapid screening and treatment protocol for syphilis was recently 
evaluated in New York City's major facility for medical screening of 
female inmates at time of admission. The protocol's strength lies in its 
ability to accurately identify inmates needing syphilis treatment and to 
provide that treatment at the time of the obligatory medical evaluation. 
This service, piloted by the New York City Department of Health, 
introduced the use of a quick screening test for syphilis (STAT RPR) 
and the New York City Syphilis and Reactor Registry (which includes 
syphilis serologic results and treatment history of New York City 
residents), in addition to the routine medical evaluation data (which 
includes pregnancy testing), to make on-site treatment decisions. 
Information from the STAT RPR test and from the Syphilis Registry 
are available to clinicians at the time of the medical evaluation. Under 
the protocol, treatment is recommended for women with reactive 
STAT RPRs (unless this individual completed treatment within the last 
three weeks); with evidence in the registry of previously untreated 
syphilis, regardless of current STAT RPR status; and, in cases of 
pregnancy, with registry documentation of syphilis (unless treatment 
was completed within the last week). This protocol resulted in an 
improvement of syphilis treatment rates from 7 percent of seropositive 
women prior to implementing the protocol to 87 percent of 
seropositive women and 94 percent of pregnant seropositive women 
after implementing the protocol (Blank et al., 1994). The protocol also 
resulted in treatment for women whom the New York City Department 
of Health had been unable to locate for treatment in the past. 

SOURCE: Margaret Hamburg, M.D., New York City Department 
of Health, unpublished data, 1996. 


Migrant Workers 


STDs, including HIV infection, are major health problems among migrant 
workers (Jones et al., 1991; CDC, 1992a). In addition, lack of condom use and 
other high-risk sexual behaviors are common among these workers (Jones et al., 
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1991). Migrant workers tend to be young, uneducated, and from developing 
countries. They and their families have limited access to health care because of 
their frequent relocation, language and cultural barriers, and limited economic 
resources (Bechtel et al., 1995). Traditionally, there have been distinct patterns 
of movement for migrant workers: north and south along the East and West 
Coasts and from Texas up through the Midwest. Currently, however, many 
migrant workers do not follow these patterns but criss-cross the country seeking 
work (Dougherty, 1996). Among migrant workers, men who are single or not 
accompanied by their families are at greatest risk for STDs. In some areas, it is 
common practice for sex workers to visit migrant camps for men and have sex 
with many men (Oscar Gomez, East Coast Migrant Health Project, personal 
communication, March 1996). STDs persist in migrant populations because of 
cultural influences against open discussion of sex and STDs, language barriers, 
lack of access to health care, and general lack of understanding of disease 
transmission (Smith, 1988; Bechtel et al., 1995). Social and cultural taboos 
make discussion of STDs uncomfortable for many migrant workers. For 
example, there is a reluctance to use condoms or request the use of a condom 
among migrant workers because there is an implied aspersion that the partner is 
not trustworthy (Bobbi Ryder, National Center for Farm Worker Health, 
personal communication, March 1996). 


SECRECY AS A CONTRIBUTING FACTOR 


Many of the obstacles to prevention of STDs at both individual and 
population levels are directly or indirectly attributable to the social stigma 
associated with STDs. It is notable that although there are consumer-based 
political lobbies and support groups for almost every disease and health 
problem, there are few individuals who are willing to admit publicly to having 
an STD. STDs are stigmatized because they are transmitted through sexual 
behaviors. Although sex and sexuality pervade many aspects of our culture, and 
sexuality is a normal aspect of human functioning, sexual behavior is a private— 
and secret—matter in the United States. 

The committee uses the word "secrecy" in this report to describe certain 
aspects of sexuality in the United States. By the word "secrecy," the committee 
includes both the passive by-product of the inherent difficulties of discussing 
intimate aspects of life and the ongoing efforts by some groups to prevent open 
dissemination of information regarding sexuality and its health consequences. 
In this section, the committee summarizes the basis for the stigma surrounding 
STDs, the reticence to deal openly with sexual behaviors, and the impact of 
these two factors on preventing STDs. 


Sexuality and Secrecy in the United States 


Perhaps more than any other aspect of life, sexuality reflects and integrates 
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biological, psychological, and cultural factors that must be considered when 
delivering effective health services and information to individuals. Sexuality is 
an integral part of how people define themselves. It influences how, with 
whom, and with what level of safety people engage in sexual behaviors. 
However, sexuality is a value-laden subject that makes people—including 
health care professionals, researchers, educators, and the public—feel anxious 
and uncomfortable talking about it. The resulting inability to address issues of 
sexuality places individuals at risk of STDs. The discomfort that many 
Americans feel discussing sexual behavior is reflected in a recent nationwide 
survey that showed that, including married couples, approximately one of four 
women and one of five men surveyed had no knowledge of their partner's 
sexual history (EDK Associates, 1995). 

Sexuality has been described in many ways. The common denominator in 
all definitions is the recognition that sexuality is an intrinsic part of one's being. 
It is much more than the sexual act and encompasses more than the anatomy, 
physiology, and biochemistry of the sexual response system. It is the quality of 
being human—all that we are as men and women (Hogan, 1980). Sexuality is 
also an energy, a life force, that is an important aspect of individual behavior 
and includes personal roles, identity, thoughts, feelings and emotions, and 
relationships. In addition, sex is entwined with ethical, spiritual, and moral 
issues and is influenced by sociocultural values and norms, religion, family, and 
economic status (Chilman, 1978). 

It is helpful to examine the origins of secrecy regarding sexuality to 
understand why it has had such a significant impact on STDs in the United 
States. STDs were considered to be a threat to the late Victorian social system, 
which valued discipline, restraint, and homogeneity (Brandt, 1988). Advocates 
of repressive sexuality perceived that social structure and traditional morality 
were in danger and wanted to restore order and morality to American society 
(Sokolow, 1983). During this time, societal sexual mores dictated that sexual 
intercourse was only acceptable within the context of marriage. The Victorian 
code of ethics considered all discussion of sexuality and STDs to be 
inappropriate. According to these ethics, sexuality should be disciplined, not 
only by law but also by shame, and then concealed by silence (Kosovich, 1978). 
This code was upheld by key groups and opinion leaders in the community. For 
example, some physicians hid diagnoses of STDs from their patients and 
families and did not talk about the "medical secret" (Brandt, 1988). The press 
also contributed to this code of secrecy by refusing to print any explicit articles 
regarding STDs. When public health officials were finally able to conduct 
educational campaigns regarding STDs during the first few decades of the 
twentieth century, these campaigns emphasized the dangers of sexual activity 
rather than disease prevention. By focusing on the "loathsome" and disfiguring 
aspects of STDs, these early campaigns may have contributed to the stigma 
associated with STDs and encouraged discrimination against persons with 
STDs (Brandt, 1988). The historical phenomenon of secrecy surrounding 
sexuality and STDs in the United States offers 
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some insight into why Americans are reluctant to openly discuss STDs, but 
some other industrialized societies (e.g., Scandinavia) are not. 

The depiction of sexuality has been paradoxical within modern American 
culture. On the one hand, there is the saturation and sensationalism of sexual 
images and messages in the mass media, and the public is fascinated with 
sexual subjects. On the other hand, sexuality remains an extremely private and 
uniquely complex sphere of human behavior with sociocultural taboos and rules 
of behavior that make talking openly and comfortably about sexuality difficult. 
For some individuals, opposition to research in sexual behavior can represent 
very deep-seated fears and doubts about the role and significance of sexuality in 
personal life and the appropriateness of addressing this issue in public (di 
Mauro, 1995). The paradoxical nature of sexuality in the United States is further 
illustrated by a mass media culture that portrays casual sexual activity as the 
norm, while data show that most Americans disapprove of adult women having 
premarital sexual intercourse (Klassen et al., 1989). It is interesting to note that 
American society has had difficulty in openly discussing many health issues 
other than sexuality and STDs. For example, public discussion of health 
problems such as cancer, alcoholism, and mental illness are relatively recent 
phenomena. This observation provides optimism that sexuality and STDs will 
eventually be part of public discourse. 

Secrecy surrounding sexuality is reflected in individual values, attitudes, 
and beliefs regarding sexuality that impede a person's ability or willingness to 
communicate regarding sex (Hyde, 1994). Additionally, this secrecy has a 
negative impact upon both sexual behavior and the ability to take protective 
action against STDs. The United States has a diverse population, and people 
develop their sexual value system based on their culture, religion, family, social 
status, and community (Woods, 1979). The secrecy regarding sexuality is 
perpetuated and supported by influences that include the family, partners, peers, 
and religion (Jemmott and Jemmott, 1992a). If social norms do not support 
open discussion of sex and sexuality, then the individual is unlikely to do 
otherwise. 


Impact of Secrecy on STD Prevention 


An examination of the social history of STDs in the United States is 
informative. Historically, a moralistic approach to STDs has directly hindered 
the ability of public health officials and programs to successfully control the 
epidemic (Brandt, 1985; Cutler and Arnold, 1988). For example, in the 1930s, 
many hospitals refused admission of patients with STDs and private physicians 
were reluctant to treat them because persons with STDs were viewed as 
immoral or not deserving of care (Brandt, 1985). Coupled with the high costs of 
syphilis treatment, this led many infected persons to turn to quacks and over-the- 
counter "cures." This practice quickly led to a growing number of untreated 
individuals and an escalating epidemic. Unwillingness to confront issues 
regarding sexuality, 


EBSCOhost - printed on 2/27/2023 11:30 PM via UNIVERSITY OF OKLAHOMA. All use subject to https://www.ebsco.com/terms-of-use 


About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the 
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


FACTORS THAT CONTRIBUTE TO THE HIDDEN EPIDEMIC 89 


and the judgmentalism that often accompanies it, had a detrimental effect on 
efforts to prevent STDs as early as the nineteenth century. Reflecting on 
America's efforts around syphilis during the last century, Martensen (1994:269) 
wrote: 


For the predominant voices in the late 19th-century US medicine and society, 
humans were divided into good (celibate and on the way to being married and 
monogamous) or not good (the intentionally single and/or unmarried but 
sexually active). ... Such cultural bifurcations of innocence and evil presented 
few barriers to T pallidum [the cause of syphilis], and they made it difficult to 
develop consistent policies for the treatment and containment of venereal 
contagion. 


The portrayal of STDs as symbols of immoral behavior continues today. 
This phenomenon was especially evident during the early stages of the AIDS 
epidemic when some in society considered this epidemic to be a symbol of 
deviant sexual behavior and lapse in societal moral values. In his book on the 
social history of STDs, Brandt (1985:186) writes: 


Medical and social values continue to define venereal disease as a uniquely 
sinful disease, indeed, to transform the disease into an indication of moral 
decay. ... Behavior—bad behavior at that—is seen as the cause of venereal 
disease [STDs]. These assumptions may be powerful psychologically, and in 
some cases they may influence behavior, but so long as they are dominant—so 
long as disease is equated with sin—there can be no magic bullet. 


Changing sexual behaviors that spread STDs is an important component of 
prevention. But in order to establish preferred behavior or to change risky 
behaviors, parents must feel comfortable talking to their children, individuals 
must be able to discuss sex with their sex partners, and educators and health 
professionals must be able to communicate with their students and patients. In 
this section, the committee describes how the constraints on acknowledgment 
and open discussion of sexuality adversely impact sexuality education programs 
for adolescents, open communication between parents and their children and 
between sex partners, balanced messages from the mass media, education and 
counseling activities of health care professionals, and community activism for 
STDs. 


Impact on Sexuality Education for Adolescents 


Traditionally, sexual behavior has been regarded as a personal issue and 
involvement by schools or health care professionals has been seen as intrusive. 
Debates regarding access of adolescents to sexuality education in public 
schools, family planning services, and abortion services have raised questions 
about who has jurisdiction in matters related to sexual behavior. Although there 
is widespread agreement that parents should be the major source of information 
and guidance for their children with regard to sexual behavior, communication 
does 
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not occur if parents are uncomfortable in discussing sexuality or lack the 
requisite knowledge or skills for such discussion. Parents may also deny the 
possibility that their child is or will be sexually active. Conversations regarding 
healthy sexual behaviors and STDs do not take place when parents deny that 
their children are sexually active or that adolescents have sexual drives. 
Children in these families are unable to seek information from their parents 
about such issues. 

The denial or fear that their children are sexually active may lead some 
parents to oppose those, including the educational system, providing sexuality 
education to their children. Opponents of school-based sexuality education and 
condom availability programs argue that such programs lead to premarital sex 
and promiscuity. However, there is no scientific evidence that this occurs. 
Sexuality education appears to make students more tolerant of the attitudes and 
behavior of others, but it has not been found to increase premarital sex or 
promiscuity. Numerous evaluations of the ability of school-based education 
programs to reduce sexual risk behaviors have found no association between 
having had sexuality education and the probability of initiating sexual activity 
(Zelnik and Kim, 1982; Furstenberg et al., 1985; Kirby et al., 1994). In fact, 
there is evidence that responsible sexuality education may have a number of 
desirable effects in increasing AIDS-related knowledge and promoting positive 
changes in attitudes and risk-related behavior (Jemmott et al., 1992; Kirby et al., 
1994). This issue is discussed further in Chapter 4. 

Where do children get their information regarding sex? Relatively few 
children obtain essential information regarding STDs from their parents. A 
1995 survey showed that only 11 percent of teenagers got most of their 
information regarding STDs from parents and other family members 
(Figure 3-2). Even parents who attempt to teach their children about sex may do 
so through general and diffused admonitions that do not recognize or end their 
child's interest in sex, but rather contribute to concealment and subsequent guilt. 
Because many parents do not talk to their children about sex, children are more 
likely to learn about sex through clandestine and secretive exchanges with peers 
that result in a massive amount of misinformation (Smith and Lanthrop, 1993). 
Guilty knowledge develops and children learn to keep sexuality a secret, 
especially from those they love (Hogan, 1980), thus perpetuating the cycle. 
Effective school-based programs and other means to educate children regarding 
sexuality might be less important if all parents discussed these issues with their 
children. Children who do not have open information exchange with their 
parents or others regarding sexuality may be less likely to communicate openly 
with their sex partners in the future, and thus be less likely to implement 
protective behaviors than others. 


Impact on Communication Between Sex Partners 


In addition to hindering communication between parents and_ their 
children, many societal barriers prevent sex partners from talking to each other 
about sex. 
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Only 11 percent of teenagers get most 
of their information regarding STDs from parents 
and other family members 


Family Members 
11% 


Books, 
Magazines, TV Others 
25% 7% 
Health Care 
Providers 
5% 


School 
52% 


Figure 3-2 

Distribution of U.S. teenagers by primary source of information regarding 
STDs, 1995. SOURCE: ASHA (American Social Health Association). 
Teenagers know more than adults about STDs, but knowledge among both 
groups is low. STD News. A quarterly newsletter of the American Social 
Health Association. Winter 1996;3:1,5. 


Ironically, it may require greater intimacy to discuss sex than to engage in 
it. The kind of communication that is necessary to explore a partner's sexual 
history, establish STD risk status, and to plan for protection against STDs is 
made difficult by the taboos that surround sex and sexuality. As Lear 
(1995:1313) notes, individuals rarely engage in explicit discussions about sex: 
"The existing discourse on sex is marked by a lack of vocabulary. ... Sexual 
encounters, at least early in a relationship, often involve very little spoken 
communication; communication is rather non-verbal and coded." Barriers to 
open discussion include gender roles, modesty, and cultural, family or religious 
beliefs. For instance, the "good woman" or the "modest woman" is not 
supposed to know about sex, so it is inappropriate for her to bring up subjects 
like HIV and condoms. Many studies have shown that both adolescents and 
adult women who are uncomfortable about their sexuality and who have high 
levels of guilt regarding sexual behavior are less effective in their use of 
contraceptives than others (Herold et al., 1979; Gerrard, 1982, 1987). Narrow 
attitudes towards sexuality and sex roles can make it difficult to initiate a 
conversation regarding sex and safer sex strategies with 
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one's partner. Two factors that influence women's abilities to communicate with 
current or new sex partners are their level of confidence in being able to initiate 
the conversation and perception of their partner's reaction to the conversation. 
The importance of perceived partner reaction may be related to the woman's 
level of dependence on her partner, including emotional and _ financial 
dependency. 

The ability to communicate with sex partners is a critical element for 
protective behaviors such as condom use. Secrecy hinders an individual's ability 
to develop skills and ways to normalize condom use. One way to facilitate 
condom use is to eroticize their use and make them fun and pleasurable for 
partners (Jemmott and Jemmott, 1992b). To do so, however, requires feeling 
comfortable about sexuality and having open communication regarding sexual 
behaviors. 


Impact on Mass Media Messages 


Americans, especially adolescents, receive unbalanced mass media 
messages about sexuality, sexual behavior, and sexual responsibility. Premarital 
sex, cohabitation, and nonmarital relationships are depicted as the norm for 
adults (Lichter et al., 1994). However, the media provide little frank and 
informed advice about STDs, sexuality, contraception, or the harsh realities of 
early pregnancy and parenting. The portrayal of widespread casual sex is 
contrasted with messages that adolescents receive from other sources of 
information that premarital sex is not acceptable. American society is 
ambivalent about sex, and mixed messages from mass media contribute to the 
confusion and communication problems of many adolescents. 

Television is currently the most significant mass media influence for 
adolescents (Strasburger, 1990). About one-third of an American's free time is 
spent watching television. That is more time than is spent on the next 10 most 
popular leisure activities combined (Gerbner, 1993). Children spend more time 
watching television than they do in school (Dietz and Strasburger, 1991). 
Television is an important source of information regarding sexual behavior 
(Strasburger, 1995): 37 percent and 41 percent of men and women surveyed, 
respectively, cite television talk shows as a primary source of information 
regarding STDs (STD Communications Roundtable, 1996). 

A recent study found an average of 10 incidents of sexual behavior per 
hour on network television during prime time (Lowry and Schidler, 1993). 
When the content of promotions for upcoming shows is added, the number of 
such incidents increases. Analysis of multiple episodes of 11 top Nielsen-rated 
television talk shows found that topics related to sexual activity were discussed 
in 34 percent of episodes screened, sexual infidelity in 18 percent, and sexual 
orientation in 11 percent (Greenberg et al., 1995). Soap operas also have strong 
sexual content (Lowry and Towles, 1989); the most popular ones have more 
than six incidents of sexual behavior per hour and only six references to safer 
sex or 
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contraception in 50 episodes studied (Greenberg and Busselle, 1994). Most 
music videos and rock music lyrics, which frequently target adolescents, have 
strong sexual content (Sherman and Dominick, 1986; Strasburger, 1989). Other 
forms of media, including cable television, movies, and videotapes, also 
frequently portray sexual incidents (Brown and Steele, 1996). 

Although sex is frequently portrayed on television, protective behavior is 
rarely shown and references to adverse consequences are rare; casual 
unprotected intercourse is presented as the norm. Lowry and Shidler (1993) 
found that there were approximately 25 instances of sexual behavior portrayed 
on prime-time television for every one instance of protective behavior shown or 
comment regarding STDs or unintended pregnancy. In addition, the references 
to protective behavior were portrayed in a nonserious manner. Another study 
estimated that the average teenager will be exposed to almost 14,000 television 
messages associated with sex annually, but less than 1 percent of these 
messages will deal with contraception, refraining from sex, or STDs (Harris and 
Associates, 1988). There is some evidence that producers may be starting to 
decrease the sexual content of some television shows (Lowry and Schidler, 
1993; Olson, 1994). 

In addition to serving as a source of information, mass media may 
influence social attitudes, and sometimes social behavior. For example, 
depictions of violence in the mass media have been shown to be a significant 
factor in real-life violence (Strasburger, 1995). The ability of sexual content in 
mass media to directly affect sexual behavior is unclear because appropriate 
longitudinal studies have not been conducted (Strasburger, 1995), but such 
content has been shown to influence adolescents’ attitudes and beliefs regarding 
sex (Strasburger, 1992, 1995; Buerkel-Rothfuss and Strouse, 1993; Greenberg 
et al., 1993; Strouse and Buerkel-Rothfuss, 1993). One study found an 
association between frequent viewing of television programs with strong sexual 
content and early onset of sexual intercourse among adolescents, but it was not 
possible to distinguish which factor came first (Brown and Newcomer, 1991). 
Another recent study that examined the influence of mass media on eight 
potentially risky behaviors, including sexual intercourse, found that adolescents 
who had engaged in more risky behaviors listened to radio and watched music 
videos and movies on television more frequently than those who had engaged in 
fewer risky behaviors, independent of demographic factors (Klein et al., 1993). 

The reluctance and past refusal of mass media to become involved in the 
dissemination of information regarding STDs and other sexual issues is not 
new. In his book on the social history of STDs, Brandt (1985) writes about an 
incident in November 1934. The Columbia Broadcast Company scheduled a 
live radio broadcast with Thomas Parran, Jr., then New York State 
Commissioner of Health, to talk about the major public health problems of the 
time. Just before airtime, Parran was told that he could not mention syphilis or 
gonorrhea by name. In response, Parran abruptly canceled his appearance and 
never delivered his talk. He went on to criticize the hypocritical standards in 
radio broadcasting that 
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prevented him from mentioning the names of STDs yet allowed "the veiled 
obscenity permitted by Columbia in the vaudeville acts of some of their 
commercial programs." More than 60 years later, this hypocrisy still exists 
among most major television broadcasters and other mass media. Promoting 
condom use or even mentioning the word "condom" on television is deemed 
inappropriate for young viewers, but it is accepted practice for young viewers to 
be exposed to shows and movies that portray persons practicing high-risk 
sexual behaviors. Similarly, while condom advertisements are not acceptable 
for prime-time television, it is common for advertisers to sell their products 
using sexually suggestive advertisements (Kilborne, 1993). 

Advertisers and other sponsors have historically exerted considerable 
control over the content of television programming and magazines because the 
sponsors represent the major source of income for these media (Brown and 
Steele, 1995). Advertisers have implicitly supported sexual content in 
programming but have generally refused to support the incorporation of explicit 
information regarding protective behaviors for STDs for fear of offending 
viewers (Strasburger, 1989; Lebow, 1994; Brown and Steele, 1995). Opinion 
polls, however, show that most Americans support incorporating information 
regarding STDs and contraceptives in mass media (Harris and Associates, 1987; 
EDK Associates, 1994), including advertising of condoms on television 
(Buchta, 1989). Advertisers and sponsors commonly use sexual appeals to sell 
their products, but until recently the television networks had strictly forbidden 
advertisements for contraceptives (Lebow, 1994). Condom advertisements on 
television have been controversial ever since the first such advertisement in 
1975 (Lebow, 1994). It was not until 1986 that the word "condom" was first 
used on prime-time television (Lichter et al., 1994). Recently, the Centers for 
Disease Control and Prevention (CDC) had to fight to use the word "condom" 
in its HIV prevention public service announcements (Hall, 1994). Despite 
agreeing to air the recent HIV prevention announcements promoting condoms, 
the networks have restricted showing the messages to non-prime-time hours 
(Hall, 1994). Primarily as a result of the HIV epidemic, in 1991 the Fox 
Broadcasting Company became the first national television network to run a 
condom commercial (Elliot, 1991), and some network-owned stations recently 
have begun to accept condom advertisements with certain restrictions and as 
long as they are in "good taste" (Lebow, 1994). Some networks, such as Fox 
and MTV, are less restrictive in accepting condom advertisements. 

Despite the current lack of involvement of mass media in promoting 
messages regarding healthy sexual behaviors, the mass media can be an 
extremely powerful ally in efforts to prevent STDs. HIV prevention messages 
delivered through mass media have been effective in increasing knowledge and 
changing behavior (Flora et al., 1995). This issue is discussed in further detail in 
Chapter 4. In addition, a nationwide survey of women found that 83 percent of 
women surveyed agreed that STDs would be more likely to be prevented if 
these diseases were more frequently discussed in public (1.e., on television, on 
the radio, and in 
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print media) (EDK Associates, 1994). In an effort to address the lack of 
accurate information regarding STDs in the mass media, the STD 
Communications Roundtable was formed in 1995. This ad hoc committee of 
public health experts, communications professionals, and mass media 
executives met to discuss ways of assisting the mass media in producing and 
incorporating messages supporting healthy sexual behavior. Building on these 
discussions, they recently produced a resource guide for media executives (STD 
Communications Roundtable, 1996). This roundtable, however, does not have 
plans to reconvene. In addition, the Media Project” has been working with 
television producers and writers to improve the content of sexual messages in 
television shows and to increase the promotion of healthy sexual behaviors. A 
coalition of organizations with an interest in sexuality education, the National 
Coalition to Support Sexuality Education, recently issued a consensus statement 
and suggested guidelines for incorporating information regarding healthy sexual 
behavior and STDs into the mass media (Box 3-2). 


Impact on Clinical Preventive Services 


STD-related risk assessment and counseling are not routinely performed 
by most primary care clinicians. A 1994 nationwide survey of 450 physicians 
and 514 other primary care providers showed that 60 percent of physicians and 
51 percent of other primary care providers do not routinely evaluate all or most 
new adult patients for STDs (ARHP and ANPRH, 1995). In addition, only 30 
percent of physicians and 34 percent of other primary care providers reported 
collecting information regarding their patients’ sexual activity. 

Health care providers have two major hurdles to effective communication 
with their patients regarding sexuality issues. One is their own comfort level in 
talking about sex and sexual health issues, and the other is reserving time in 
their schedule to do it. The reluctance to discuss sexual health issues with 
patients can be partially attributed to the discomfort and embarrassment of some 
health care professionals in discussing these issues (Risen, 1995). A physician 
survey found that embarrassment was perceived to be a major reason physicians 
did not take sexual histories (Merrill et al., 1990). If clinicians are not 
comfortable talking to their patients about STDs, assessing their patients’ risk 
behavior, and providing information on STD prevention, patients may detect 
this discomfort and decide not to raise questions or concerns regarding sex with 
their health care provider. The reluctance of clinicians to discuss sexual health 
issues may be especially problematic among older clinicians and gay patients 
(Matthews et al., 1986; Lewis and Freeman, 1987; Lewis and Montgomery, 
1990). In order to address 


2 The Media Project is a program supported by the Advocates for Youth to supply 
writers, producers, and network executives with information and services related to 
sexuality. 
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BOX 3-2 MEDIA RECOMMENDATIONS FOR MORE 
REALISTIC, ACCURATE IMAGES CONCERNING SEXUALITY 


The National Coalition to Support Sexuality Education 
recommends that the media use their influence to convey more 
realistic, medically accurate, and health-promoting ideas and images 
concerning sexuality. 

It has long been recognized that the media help shape the 
attitude of the public—particularly young people—on a myriad of 
topics. The media play a major role in educating Americans about 
sexuality, gender roles, and sexual behaviors. 

Sexual images and references may be commonplace in the 
media, but sexuality is much broader than the media typically portray. 
Human sexuality encompasses the sexual knowledge, beliefs, 
attitudes, values, and behaviors of individuals. It deals with one's 
roles, identity, personality; with individual thoughts, feelings, 
behaviors, and relationships as well as one's body. Sexual health 
encompasses sexual development and reproductive health, as well as 
such characteristics as the ability to develop and maintain meaningful 
interpersonal relationships, to appreciate one's own body, to interact 
with both genders in respectful and appropriate ways, and to express 
affection, love, and intimacy in ways consistent with one's own values. 

Becoming a sexually healthy adult is a key developmental task of 
adolescence. The media can enhance adolescent sexual health by 
communicating accurate information and _ portraying realistic 
situations. The media provide opportunities for adolescents to gain 
clearer insights into their own sexuality and to make more responsible 
decisions about their behavior. 

We, the undersigned members of the National Coalition to 
Support Sexuality Education, strongly encourage writers, producers, 
film makers, programming executives, performers and program hosts, 
reporters, advertising professionals, Internet access providers, and 
others to incorporate the following into their work whenever possible: 

Sexually Healthy Behavior 


When possible and appropriate, include the portrayal of effective 
communication about sexuality and relationships between children 
and their parents or other trusted adults. 

Present the choice of abstinence from sexual intercourse from the 
point of view of characters knowledgeable and comfortable with 
their sexuality, but clear about their decision to postpone this 
sexual behavior for reasons of health, emotional maturity, or 
personal ethics. Portray young people refusing unwanted sexual 
advances in order to maintain their decision about abstinence. 
Show typical sexual interactions between people as verbally and 
physically respectful, non-exploitive and promoting gender equity. 
Suggest intimate behaviors other than intercourse to inform the 
public about the possibility of alternative, pleasurable, consensual, 
and responsible sexual activity. 
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Recognize and show that the healthier sexual encounters are 
anticipated events, not spur-of-the moment responses to the heat 
of passion. Model communication about upcoming sexual 
encounters, including expressions of partners' wishes and 
boundaries. 

When describing, alluding to, or portraying sexual intercourse, 
include steps that should be taken for prevention, such as using 
contraceptives and condoms to prevent unwanted pregnancy and 
information about the full spectrum of sexually transmitted diseases. 
When an unprotected sexual encounter results in negative 
consequences, realistically portray or refer to the possible, specific, 
shortand long-term repercussions of the individual's decision- 
making process. 

Sensitivity to Diversity 


Eliminate stereotypes and prejudices about sexuality and sexual 
behaviors; for example, eliminate the notion that only “beautiful 
people" have sexual relationships, that sexual interaction always 
leads to intercourse, or that all adolescents have intercourse. 
Provide diverse and positive representations of the scope of people 
who express their sexuality in caring, consensual, and responsible 
ways; for example, when possible and appropriate, include 
disabled adults, older adults, adolescents, gay men, and lesbians. 
Provide more and positive views of a diverse range of body types 
and sizes. 

Accurate Information 


Lift barriers to contraceptive and condom product advertising. 
Promote responsible sexual adolescent behavior by using articulate 
characters that teens can identify with in order to highlight success 
stories where teens take appropriate actions, make healthy 
decisions, and follow through with them such as exercising self- 
control, and making plans and setting goals for their lives. 
Provide ways for young people to obtain additional information 
about sexuality and related issues, such as by listing addresses 
and telephone numbers of public health organizations and support 
groups in such places as public service announcements; trailers at 
the end of sitcoms, daytime television programs, music videos, and 
news programs; mailing inserts in magazines and age-appropriate 
comic books; computer e-mail or subject-related bulletin boards; 
and toll-free phone numbers before, during, or after subject-related 
programming. 

Signed April 1996 by: 

AIDS Action Council 

Advocates for Youth 

American Association of Sex Educators, Counselors, and 

Therapists 

American Counseling Association 

American Jewish Congress-Commission for Women's Equality 

American Medical Association-Department of Adolescent Health 
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American Orthopsychiatric Association 

American Psychological Association 

American School Health Association 

American Social Health Association 

Association for the Advancement of Health Education 

Association for Sex Education and Training 

Association of Reproductive Health Professionals 

Association of State and Territorial Health Officials 

AVSC, International 

Catholics for a Free Choice 

Federation of Behavioral, Psychological, and Cognitive Sciences 

Gay and Lesbian Medical Association 

Girls, Incorporated 

Hetrick-Martin Institute 

Human Rights Campaign 

National Abortion Federation 

National Abortion and Reproductive Rights Action League 

National Asian Women's Health Organization 

National Association of School Psychologists 

National Council of the Churches of Christ 

National Education Association-Health Information Network 

National Lesbian and Gay Health Association 

National Minority AIDS Council 

National Native American AIDS Prevention Center 

National Resource Center for Youth Services 

National Women's Law Center 

Planned Parenthood Federation of America 

Parents, Family and Friends of Lesbians and Gays 

Presbyterians Affirming Reproductive Options 

Religious Coalition for Reproductive Choice 

Sexuality Information and Education Council of the United States 

Society for the Scientific Study of Sex 

The Alan Guttmacher Institute 

Unitarian Universalist Association 

University of Pennsylvania, Graduate School of Education 

Zero Population Growth, Incorporated 

REPRINTED FROM: SIECUS Report. Sexuality in the media: 
Part 1. New York: Sexuality Information and Education Council of the 
United States, 1996:24:22-23. 


this issue, the American Medical Association's Council on Scientific 
Affairs has recently released guidelines for providing STD-related care to gay 
and lesbian patients (AMA, Council on Scientific Affairs, 1996). 

Limited time and resources also constrain clinicians from communicating 
with their patients regarding STDs and sexuality. If STDs are not seen as a high 
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priority, clinicians, who typically have limited time to evaluate patients, will be 
hesitant to commit the necessary time and resources to STD prevention. This 
may be reinforced by clinicians’ discomfort in dealing with the issues related to 
their patients’ sexuality. Clinicians may not feel that dealing with sexuality is 
their responsibility. For example, while some consider sexuality to be within the 
physicians’ province, medical training continues to reflect the predominant 
opinion of society that sexual health issues are private issues; therefore, such 
training has ignored sexuality (Lief and Karlen, 1976). As further discussed in 
Chapter 5, medical students learn little beyond the anatomy and physiology of 
the sexual reproductive system; they are not trained to deal with patients’ sexual 
problems, and many feel uncomfortable with their lack of preparation (Merrill 
et al., 1990). Moreover, every clinician has biases, beliefs, and preferences 
related to sexuality, based on his or her own experiences and judgment, that 
should be recognized. 

Health care professionals may subconsciously rebuke those whose 
sexuality differs from their own and provide services in a superficial or 
judgmental manner. Clinicians need to develop an awareness of their values in 
order to avoid unwittingly imposing them on patients or letting their values 
affect clinical judgment and management (Lief and Karlen, 1976; AMA, 
Council on Scientific Affairs, 1996). The individual's comfort level with 
sexuality influences the interaction between the health care professional and 
patient, and between the health educator and student, in subtle ways that are not 
always readily perceivable (Woods, 1979). This points to the need for 
educational and training efforts that will facilitate open and clear discussions of 
sex and sexuality between health care professionals and their patients (Woods, 
1979; Hogan, 1980; Lewis and Freeman, 1987; Poorman and Albrecht, 1987). 


Impact on Community Activism 


The stigma associated with STDs hinders public discourse and, as a result, 
community activism for STDs other than HIV infection. Because having an 
STD is still socially unacceptable, there are few if any patient-based constituent 
groups who advocate publicly or lobby for STD-related programs. In contrast, 
persons with cancer and other common diseases have successfully advocated 
for additional funding for their causes. There also has been good advocacy for 
HIV infection. In considering why there is a difference in how HIV infection 
and other STDs are publicly viewed, the committee speculates that the 
following factors may help explain the disparity: (a) the stakes are higher for 
HIV infection than other STDs since it is a fatal disease, (b) the HIV epidemic 
initially spread within an organized and largely educated community (gay men) 
with a substantial social support network and infrastructure, and (c) HIV 
infection occurred among and was publicly acknowledged by highly visible 
opinion leaders such as persons in the arts and entertainment industry. 
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Experiences of Other Countries 


An examination of the social policies and experiences of other developed 
countries regarding sexuality underscores the adverse impact of the secrecy 
surrounding sexuality on STD prevention in the United States. For example, the 
Scandinavian countries have comparable levels of sexual activity, but their rates 
of many STDs and unintended pregnancy are much lower than in the United 
States (Piot and Islam, 1994; IOM, 1995). These differences may be largely a 
result of differences in how sexuality issues are dealt with in these countries. 
For example, lower rates of STDs and unintended pregnancies in northern and 
western European countries compared to the United States have been attributed 
to the pragmatic, rather than moralistic, approach to sexuality issues in these 
countries. In Denmark, for example, information regarding sexuality and STDs 
is provided freely in the media and sex education is mandated for all students 
beginning no later than third grade (age 9) (David et al., 1990). Because school- 
based sexual health education, mass media interventions, and public discussion 
regarding sexual health issues are much more common in many other developed 
countries, it follows that private communication regarding these issues— 
between parents and children, and between couples—is also more common in 
those societies than in the United States. 

Another major factor that may explain the observed differences in STD 
rates is universal access to health services in other developed countries. As 
mentioned previously, a substantial proportion of young people at high risk for 
STDs in the United States do not have health insurance coverage. The positive 
impact of better access to clinical services for STDs on STD rates is supported 
by the observation that the differences in viral STD rates between the United 
States and other developed countries are much smaller than for curable STDs. 
In addition, the higher rates of drug use, such as crack cocaine use, in the U.S. 
population compared to some other developed countries contribute to the higher 
rates of STDs in the U.S. It is also possible that structural or policy differences 
play a role. For example, in some developed countries sex workers are licensed 
and screened and treated for STDs to prevent transmission to others. Another 
potential contributing factor is the higher level of "conforming" health 
behaviors (e.g., health-care-seeking behavior for STDs) in many other 
developed countries compared to the United States. While many factors may be 
responsible for the observed differences in rates of STDs between the United 
States and other developed countries, it seems that more appropriate social 
norms around discussion and education regarding sexual health issues and 
universal access to health care in other developed countries are major factors. 


Research and Training Issues in Sexuality 


For the past decade, behavioral research regarding sexuality has been driven 
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largely by public health efforts to decrease HIV transmission. In the absence of 
a comprehensive research agenda to study sexual behavior and norms, HIV- 
related research—as conducted in both the biomedical and social sciences—has 
produced a wealth of information about STD-related sexual behaviors, 
particularly regarding efficacy and determinants of condom use. The research 
spawned by the HIV epidemic has allowed sexual behaviors to be studied at a 
far greater magnitude than has been possible previously. The number of studies 
on sexual behavior and sexuality has increased substantially, with many 
providing important information about the range of sexual behaviors and 
patterns that exist within populations (Catania et al., 1992; Sonenstein et al., 
1991; Leigh et al., 1993; Laumann, Gagnon, et al., 1994). Another significant 
development is that a new level of sexual discourse is developing, characterized 
by an increased willingness to talk publicly and explicitly about sexuality topics. 

Despite the recent surge of research activity regarding sexual behaviors, 
the knowledge base is still limited, and many epidemiological studies of human 
sexuality are outdated (Laumann, Gagnon, et al., 1994). While some 
government funding has been provided, there has been little major or consistent 
support from either the government or the private sector for behavioral and 
social science research on human sexuality since the work of Kinsey and his 
colleagues (di Mauro, 1995). Comprehensive data on contemporary sexual 
behaviors, attitudes, and practices are limited, and it is not understood how 
these factors are shaped by different societal, cultural, and familial contexts 
(Laumann, Gagnon, et al., 1994; di Mauro, 1995). 

Societal ambivalence regarding sexuality poses substantial obstacles to 
research regarding sexual behavior. For example, in 1991, there was 
unprecedented political interference with scientific research when federal 
administration officials, under pressure by congressional critics, blocked 
funding for studies of adolescent and adult sexual behavior after these studies 
had been approved for funding by a scientific peer-review process at the 
National Institutes of Health (Suplee, 1991; Laumann, Michael, et al., 1994). 
Congressional critics alleged that sexual behavior surveys were intended to 
solely "legitimize homosexual lifestyles" (Laumann, Michael, et al., 1994). The 
survey was eventually privately funded and became the National Health and 
Social Life Survey, which is the most comprehensive survey of sexual behavior 
in the United States in many years (Laumann, Gagnon, et al., 1994). 

Researchers in human sexuality come from diverse disciplines such as 
anthropology, education, history, medicine, psychology, and sociology. Few 
researchers, however, have had specific training in designing, conducting, and 
evaluating research in sexuality (di Mauro, 1995). It has been generally, and 
incorrectly, assumed that conducting sexuality research requires no specific 
preparation or training other than the ability to integrate questions about sexual 
behavior into research design. While the inadequacy of sexuality training is well 
documented for health care professionals and educators (Lief and Karlen, 1976; 
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Nathan, 1986; Lewis and Freeman, 1987), there has been no review of the 
extent to which social scientists studying sexuality lack such preparation. 


Trends in Sexual Activity 


Although the discomfort and secrecy surrounding sexuality in America 
have limited scientific knowledge and prevented many parents and others from 
recognizing that adolescents as well as adults are sexually active, there are some 
scientific data regarding sexual activity. These data suggest that adolescents and 
young adults are not only sexually active but have very high rates of high-risk 
sexual behavior. 

In the United States, nearly 70 percent of students in the twelfth grade have 
had sexual intercourse (Figure 3-3), and 27 percent of twelfth-grade students 


By the 12th grade, nearly 70 percent 
of high school students have 
had sexual intercourse 


Percentage Who Have Had Sexual Intercourse 


9th 10th 11th 12th 
Grade 


Figure 3-3 

Percentage of U.S. high school students who reported ever having sexual 
intercourse, by grade level, 1993. SOURCE: CDC (Centers for Disease 
Control and Prevention). Youth risk behavior surveillance—United States, 
1993. CDC Surveillance Summaries, MMWR 1995;44(No. SS-1). 
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have had sex with four or more partners (Figure 3-4). Intercourse among 
American adolescents has increased dramatically in the last few decades 
(Hofferth et al., 1987; CDC, 1992c; Kost and Forrest, 1992). Data from the 
General Social Survey and the 1988 National Survey of Family Growth show 
that from 1971 to 1988, the proportion of sexually active adolescents and young 
women ages 15 to 19 years who have had more than one lifetime sex partner 
increased nearly 60 percent (Kost and Forrest, 1992). In 1971, approximately 39 
percent of adolescents and women surveyed had had more than one partner, 
compared to 62 percent of those surveyed in 1988 (Figure 3-5). Changes in the 
past few years have not been as great. Data from CDC's Youth Risk Behavior 
Surveillance System shows that from 1990 through 1993, the proportion of high 
school students who reported being sexually experienced, ever having sexual 
intercourse 


__—-):):):):?:? .|\Xl_l___——— 
By the 12th grade, 27 percent of high school 
Students have had four or more sex 
partners in their lifetime 
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Figure 3-4 

Percentage of U.S. high school students reporting four or more lifetime sex 
partners, by grade level, 1993. SOURCE: CDC (Centers for Disease Control 
and Prevention). Youth risk behavior surveillance—United States, 1993. CDC 
Surveillance Summaries, MMWR 1995;44(No. SS-1). 
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with four or more partners, being sexually active (intercourse during the three 
months prior to the survey), or having used alcohol or drugs before last sexual 
intercourse remained constant (CDC, 1995). These data suggest that HIV and 
other STD prevention activities targeted towards adolescents beginning in the 
mid- to late 1980s in response to the HIV epidemic may have had a positive 
effect on some aspects of adolescent sexual activity. 


—_—_—_———— 
The percentage of female adolescents 15-19 years old 
who have had more than one sex partner increased 
from 39 to 62 percent from 1971 to 1988 
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Figure 3-5 


Prevalence of multiple sex partners among sexually active U.S. female 
adolescents, 15-19 years old, by year, 1971-1988. SOURCE: Kost K, Forrest 
JD. American women's sexual behavior and exposure to risk of sexually 
transmitted diseases. Fam Plann Perspect 1992;24:244-254. 


Sexual activity among adolescents is sometimes initiated before the 
teenage years. A 1992 survey of 2,248 students in grades 6, 8, and 10 from an 
urban public school district found that 28 percent of sixth-graders and one-half 
of eighth-graders reported ever having had sexual intercourse (Barone et al., 
1996). In an effort to examine the determinants of early onset of sexual 
intercourse among high-risk adolescents, Mott and colleagues (1996) analyzed a 
series of data collected through the National Longitudinal Survey of Youth 
from 1988 through 1992. They found that children were more likely to have 
early onset of intercourse if their mother had sex at an early age and if she 
worked extensively. 
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In addition, African American heritage and early alcohol use among boys 
and cigarette smoking among girls were associated with early onset of 
intercourse. Children who attended church and had friends who attended the 
same church were less likely to initiate sexual intercourse early. 

Studies among college and university students give insight on the extent of 
sexual activity among young adults. A 1991 survey at in a large Midwestern 
university showed that 80 percent of male and 73 percent of female students 
had experienced sexual intercourse and that men reported an average of eight 
lifetime partners and women had an average of six lifetime partners (Reinisch et 
al., 1995). A survey of a Hawaiian university population found that a history of 
an STD was reported by 21 percent of women and 16 percent of men (Hale et 
al., 1993). 

The prevalence of high-risk sexual practices among college students 
remains high. For example, a major study of female college students who 
sought gynecological care at a student health center during 1975, 1986, and 
1989 examined trends in sexual behavior and practices during this time period 
(DeBuono et al., 1990). Among sexually active women, the percentage who 
reported that their partner "always or almost always" used a condom increased 
significantly, from 12 percent in 1975, to 21 percent in 1986, to 41 percent in 
1989. However, despite the recognition of HIV infection and other STDs during 
this period, with the exception of increased condom use, there were no 
significant changes in sexual practices such as number of partners and other 
high-risk sexual practices among the students surveyed from 1975 through 
1989. A follow-up study, however, showed that almost three-quarters of college 
women reported "always or almost always" using condoms in 1995 (Peipert et 
al., 1996). Although condom use has increased substantially, absolute rates are 
still low in many groups. 

During the past several decades, the age of entry into marriage has 
dramatically increased in the United States. For example, approximately 80 
percent of men born during the interval 1933-1942 had married by age 27 
compared to only 50 percent of men born during the interval 1953-1962 
(Laumann, Gagnon et al., 1994). Coupled with the decreasing age at first 
intercourse during the last several decades, this means that the length of time 
between first intercourse and marriage has increased greatly. This phenomenon 
has increased the potential for spread of STDs because single persons tend to 
have more sex partners than married persons. 


Knowledge and Awareness of STDs 


Knowledge and awareness of STDs among Americans is poor. In a 1993 
national survey of one thousand women from 18 through 60 years of age, 
almost two-thirds knew nothing or very little about STDs other than HIV/AIDS, 
and only 11 percent were aware that STDs can be more harmful to women than 
to men (EDK Associates, 1994). The lack of knowledge among women in high- 
risk 
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groups was dramatic: 65 percent of young women reported "almost none" or 
"very little" knowledge regarding STDs (Figure 3-6). Survey data suggested 
that women with greater knowledge and awareness of STDs are more likely to 
practice protective behaviors such as negotiating for condom use and seeking 
help from a health care professional. 


Many women at high risk for STDs have “almost no” 
or “very little" knowledge of STDs 


Women whose partners have 
had “many” sex partners 
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partners during lifetime 
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Figure 3-6 

Self-reported knowledge of STDs among women by risk groups, 1993. Survey 
participants were asked to identify number of sex partners as "none," "one," "a 
few," or "many." SOURCE: EDK Associates, Inc. Women and _ sexually 
transmitted diseases: the dangers of denial. New York: American Medical 


Women's Association, 1994. 


A recent survey confirmed that many Americans lack sufficient knowledge 
of STDs (ASHA, 1995). Thirty-two percent of respondents could not name an 
STD other than HIV/AIDS. Of those who did identify another STD, 44 percent 
of respondents named syphilis; 37 percent named gonorrhea; few named any 
other STD. More than half of respondents believed that "all STDs except HIV/ 
AIDS are curable," and they vastly underestimated the prevalence of STDs. 
Both of those beliefs (that all STDs can be cured and that STD prevalence is not 
high) are likely to reduce motivation to protect oneself against STDs. 

It is interesting to note that adolescents surveyed had greater knowledge of 
some aspects of STDs than adults (ASHA, 1996). When asked about the 
prevalence of STDs in the population, 12 percent of the adolescent respondents 
versus 4 percent of adult respondents correctly stated that the number was one 
in five 
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people. Although few adolescents could name an STD other than HIV/AIDS, 
they were more likely than adults to answer correctly that some STDs (in 
addition to HIV/AIDS) are incurable and that some STDs are asymptomatic. 

STDs are far more common than is generally perceived by the general 
population or health care professionals. For example, while there is widespread 
awareness of genital herpes infections, there also are many misperceptions 
about them. Perhaps the single largest misperception concerns the prevalence of 
herpes infection. In a recent national survey of sexual behavior (Laumann, 
Gagnon, et al., 1994), 2 percent of survey respondents age 18-59 reported 
having had genital herpes. In contrast, population-based studies suggest that the 
prevalence of antibodies to herpes simplex virus type 2, which causes about 85 
percent of initial episodes of genital herpes, was 21.7 percent in 1990 (Johnson 
et al., 1993). The reason for the substantial differences between the low 
prevalence of self-reported genital herpes infections and the far higher true 
prevalence of the disease may be misperceptions regarding the clinical 
manifestations of genital herpes infections. Herpes is most often described as an 
episodic illness, typically presenting as a painful genital eruption and recurring 
with similarly painful lesions of shorter duration. In fact, a quite different 
clinical spectrum of infection exists. Herpes infection may manifest as mild 
initial episodes and asymptomatic shedding of the virus (Koutsky et al., 1992). 
Other studies indicate that most genital herpes infections are spread by 
asymptomatic individuals who often are unaware of their infections (Mertz et 
al., 1992). 


CONCLUSIONS 


Biological and social factors contribute to the hidden nature of the STD 
epidemic. Biological factors, including the lack of signs and symptoms in 
infected persons, the long lag time from initial infection until signs of severe 
complications, and the propensity for STDs to more easily infect women than 
men, contribute to the general lack of awareness of STDs among health 
professionals and the public. A number of social factors contribute to the risk of 
STDs and place a disproportionate burden on certain populations in the United 
States. Poverty and inadequate access to health care, substance use, and sexual 
abuse all increase an individual's risk for STDs. Lack of health insurance is 
particularly acute among the age and ethnic groups at greatest risk of STDs. 
Even for the insured, access to comprehensive STD-related services may be 
difficult. Sex workers, persons in detention facilities, the homeless, migrant 
workers, and other disenfranchised persons represent "core" transmitters of 
STDs in the population. Efforts to prevent STDs in the entire community are 
not likely to be successful unless these groups receive appropriate STD-related 
services. 

Many Americans are reluctant or unwilling to discuss sexuality and STD- 
related issues openly or refuse to have the issue appear in the public arena. Such 
reluctance has devastating consequences for STD prevention efforts. Open and 
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frank communication and the sharing of information regarding sexuality and 
STDs are essential to preventing high-risk sexual behavior. In order to change 
behavior, Americans have to feel comfortable discussing sexual health issues; 
open communication between parents and children, between sexual partners, 
between teachers and students, and between health care providers and patients 
is essential. The secrecy surrounding sexuality impedes sexuality education 
programs for adolescents, open discussion between parents and their children 
and between sex partners, balanced messages from mass media, education and 
counseling activities of health care professionals, and community activism 
regarding STDs. Opponents of sexuality education programs for adolescents are 
likely to deny the possibility that their children are sexually active. 
Unfortunately, denial often eliminates the possibility that parents will 
communicate with their children regarding STDs, and this encourages high-risk 
behaviors. Children in these families are likely to get their information, which is 
often inaccurate, from other sources. Lack of comfort with open discussions of 
sexuality also makes open communication regarding sexual history and 
negotiating safer sex difficult. In addition, this discomfort has also resulted in a 
mass media that has not been involved in promoting healthy sexual behaviors. 
This industry commonly acquiesces to the public's fascination with sex, yet is 
generally not willing to incorporate and promote factual information regarding 
STDs and protective behaviors. Furthermore, discomfort and secrecy among 
health care providers adversely affects the delivery of health services. As a 
result, many clinicians do not identify potential problems or are ineffective in 
counseling their patients regarding healthy sexual behavior. Finally, secrecy 
hinders community activism for STDs. An effective STD prevention program 
should focus on overcoming all barriers to open communication. 

Despite or because of the secrecy surrounding sexuality, adolescents and 
young adults are becoming increasingly sexually active. Better research is 
needed to track the problem of STDs and identify possible solutions; much of 
the data available in this area are seriously outdated or incomplete. There is a 
compelling need for further training of clinicians, educators, and researchers in 
the area of human sexuality. The poor understanding of STDs among 
Americans strongly supports a coordinated campaign to improve knowledge 
and awareness. 
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4 
Prevention of STDs 


HIGHLIGHTS 


e Americans seriously underestimate their risk for STDs; 77 percent 
of women and 72 percent of men at high risk for STDs surveyed 


were not concerned about acquiring an STD. 

There are many individual- and community-based interventions and 
tools that are effective and can be used immediately to prevent 
STDs. 


ISSUES IN PREVENTION 


Americans have not done well in confronting issues associated with sexual 
behavior in general and with STDs in particular. Partially as a result of our 
failure to deal with these public health problems in a straightforward and 
effective manner, the prevalence of STDs is high, and the economic and health 
impact of STDs is enormous. Contrary to the misperceptions of some, use of 
available information and interventions could have a rapid and dramatic impact 
on the incidence and prevalence of STDs in the United States. Many effective 
and efficient behavioral and biomedical interventions are available. While there 
have not been rigorous assessments of the impact of many interventions on 
health outcomes, there is reason to believe that they could have a substantial 
impact on the risk of acquiring and spreading STDs if there were the resources 
and national will to implement some of these programs more widely (Hillis, 
Black, et al., 1995). 


A Mathematical Model for Prevention 


The rate of spread of communicable diseases in a population is determined 
by three factors: (1) the rate of exposure of susceptible persons to infected 
individuals; (2) the probability that an exposed, susceptible person will acquire 
the infection (i.e., the "efficiency of transmission"); and (3) the length of time 
that newly infected persons remain infected and are able to spread the infection 
to others. A simple transmission cycle for STDs is illustrated in Figure 4-1. 

The transmission of STDs in a population can also be represented by the 
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mathematical model, Rp = [i cD (May and Anderson, 1987; Anderson, 1991). 
In this model, Ro, the reproductive rate of infection, represents the average 
number of secondary cases of STDs that arise from a new case; c is the mean 
rate of sexual partner change within the population; [i is the mean probability 
of transmission per exposure; and D is the mean duration of infectiousness of 
newly infected persons. Thus, interventions can prevent the spread of an STD 
within a population by reducing the rate of exposure to an STD; lowering the 
rate of partner change; reducing the efficiency of transmission; or shortening 
the duration of infectiousness for that STD. An extremely important conclusion 
from this model is that, for communicable diseases such as STDs, if Ro remains 
less than 1, the infection eventually disappears from the population. A sustained 
prevention program can drive the infection to extinction in the entire 
population, even when these interventions are provided only to individuals and 
social networks with the highest rates of transmission (Anderson, 1991). 


Sexual Exposure 
to Infected Person 


Transmission 
of Infection to 
Susceptible 

Partner 


Acquisition 
of Infection 


Figure 4-1 
Basic transmission cycle for STDs. 


Anderson and May (1991) have highlighted differences in the 
epidemiology of communicable and noncommunicable diseases that have 
important implications for prevention of STDs. First, rates of partner change 
within the population and patterns of partner mixing greatly influence the 
spread of STDs. In essence, individuals with the highest rates of partner change, 
referred to as "core" groups or transmitters, disproportionately increase the rate 
of spread. Furthermore, mathematical models show that patterns of sex partner 
mixing and the characteristics of sexual networks are important determinants of 
the rate of spread of STDs. For example, if individuals with many partners tend 
to have sex with others who have 
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many partners ("assortative mixing"), infection spreads rapidly at first; and it 
spreads fastest within "dense" sexual networks with many sexual links over a 
short period of time (Morris, 1993). Thus, interventions should have the greatest 
impact if they reach, and are effective among, individuals who have many 
partners and in "dense" networks with "assortative mixing." 


Primary Versus Secondary Prevention 


For many infectious diseases, vaccines are a major method of prevention. 
It is important to recognize that early detection and curative treatment of 
individuals with communicable diseases provide not only secondary prevention 
at the individual level, but also primary prevention at the population level by 
preventing further transmission. Reduction in the duration of infectivity, 
particularly among those most likely to transmit the infection to others, lowers 
the reproductive rate of infection (RO). Thus, public health efforts to prevent the 
spread of communicable diseases need to include not only immunization 
programs but also early detection and curative treatment of communicable 
diseases, especially those for which vaccines are not available. For these 
diseases, behavioral interventions are also important. 


Behavioral Versus Biomedical Approaches 


Historically, STD programs have been based on a biomedical model that 
focused on the treatment of infected individuals and the development of 
biological and biomechanical interventions such as drugs, diagnostic tests, and 
barrier methods. Services have centered on the medical screening and treatment 
of individuals, coupled in some cases with partner notification. The system for 
delivering services typically has been composed of health professionals 
practicing in fixed clinical settings. Traditionally, STD prevention activities 
have involved episodic therapy driven by symptoms of disease and have 
provided limited clinical counseling or education to promote behavior change. 
In recent years, the approach to STD prevention has begun to change as a result 
of critiques by both affected communities and social and behavioral scientists 
(Fee and Krieger, 1993). Both biomedical and behavioral health disciplines 
have made important contributions to the knowledge base for STD prevention 
(Sparling and Aral, 1991). Because both behavioral and biomedical approaches 
to STD prevention are necessary, distinguishing between them is unimportant. 
Federal agencies recently have recognized the need to incorporate both 
behavioral and biomedical approaches in a more holistic approach. 

Wasserheit (1994) examined six changes in patterns of STDs and 
described how physical and social environmental changes drive these disease 
patterns. She called for the development of STD prevention programs based on 
"an appreciation of the role of risk behaviors and macroenvironmental forces" 
using companion 
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clinic-based and community-based services. In another holistic approach to 
prevention, Stryker and colleagues (1994) identified several fundamental 
precedents that need to exist before effective HIV prevention is possible. These 
factors are: (a) sound policies that promote HIV risk reduction; (b) access to 
health and social services, including condoms, needles, syringes, and 
information; (c) interventions shown to motivate behavior change; (d) 
community-based organizations capable of reaching persons at risk; and (e) 
development and diffusion of technologies to interrupt HIV transmission. 
Similar conditions are probably necessary for the prevention of other STDs. 

In terms of the mathematical model previously described, current 
technology can reduce |} , the mean probability of transmission per exposure, 
and D, the mean duration of infectiousness, to zero. This means that we have 
the technology and resources to interrupt transmission and greatly reduce many 
STDs in the United States. In this chapter, the committee describes the complex 
behavioral problems involved in reducing and c ("the effective mean rate of 
partner change") and in ensuring that individuals have access to, and make use 
of, the technologies that can reduce the efficiency of transmission and duration 
of infectiousness. The committee also evaluates the ability to effectively and 
efficiently screen for and treat STDs and describes available effective methods 
for preventing STDs. It should be noted that most of the behavioral 
interventions discussed in this chapter focus more on reducing efficiency of 
transmission than on reducing the rate of partner change. This is because many 
studies of behavioral interventions use consistent condom use as the primary 
behavioral outcome. In actuality, many behavioral interventions have multiple 
objectives that include reducing the rate of partner change. Examples of this are 
school-based interventions that seek to delay the onset of sexual intercourse and 
also promote condom use. Nevertheless, research on behavioral interventions to 
reduce the rate of partner change have been underemphasized. It should be 
noted that reducing the rate of partner change or the patterns of partner selection 
may affect the dynamics of how groups at differing risk for STDs subsequently 
interact in populations (Morris, 1996). 

The question implicit in the subsequent sections is a perplexing and 
disturbing one: Why has the United States been unsuccessful in significantly 
reducing or eliminating a group of diseases that costs thousands of lives and 
billions of dollars annually in health care costs, despite the fact that effective 
tools are available? 

Figure 4-2 depicts the levels of potential breakdown in steps required to 
prevent STDs. In regard to the third level (from the top of Figure 4-2), there is 
currently no way to influence the development of symptoms of STDs. All the 
other levels, however, represent a point for preventive interventions. Individual 
and population-level interventions are needed to (a) reduce individual risk 
behaviors and high population prevalence of STDs, both of which increase 
exposure to STDs; (b) promote safe practices and protective methods, such as 
condom use, necessary to reduce acquisition of an STD by those exposed; (c) 
educate the 
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Persons whose behaviors and ecologic setting result in exposure to an STD 


Persons who will acquire an STO 
Persons who will develop symptoms 
Persons who will perceive symptoms 


Persons who will promptly seek medical 
care when symptomatic 


Persons seeking care who have ready 
access to care 


Persons perceived by clinicians as 
possibly having an STD 


Persons perceived as possibly having an 
STD who will be tested for an STD 


Persons with objective evidence 
of an STD who will get 
effective treatment 


Persons who will comply 
with treatment 


Persons whose 
partners are 
treated, and 

who will not be 

reinfected 


Figure 4-2 

Schematic representation of the levels of potential breakdown in the steps 
required for preventing STDs. Each level, except for the third from the top, 
represents an important point for public health or clinical intervention. 
ADAPTED FROM: Waller HT, Piot MA. The use of an epidemiological 
model for estimating the effectiveness of tuberculosis control measures. Bull 
World Health Organ 1969;41:75-93. Waller HT, Piot MA. Use of an 
epidemiological model for estimating the effectiveness of tuberculosis control 
measures. Bull World Health Organ 1970;43:1-16. The model was also 
described in "Resource allocation model for public health planning-a case 
study of tuberculosis control," supplement to Vol. 84 of the Bull World Health 
Organ, 1973. 
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public, especially adolescents and young adults, to be aware of and 
recognize symptoms of STDs; (d) motivate prompt health-care-seeking 
behaviors for symptoms of STDs; (e) ensure access to health care for STDs; (f) 
train clinicians in risk assessment and diagnosis of STDs; (g) provide access to, 
and laboratory capabilities for, STD testing; (h) train clinicians how to treat 
STDs, including use of syndromic treatment when laboratory tests are 
unavailable or results are pending; (i) make single-dose therapies available for 
clinicians to dispense directly to patients to ensure compliance; and (j) ensure 
treatment of sex partners exposed to STDs. The following discussion describes 
interventions at each of the steps designed to reduce exposure to STDs, reduce 
transmission to those exposed, and reduce duration of infection. 


REDUCING EXPOSURE AND TRANSMISSION 


STDs result from exposure to infectious organisms through sexual contact 
with an infected individual. Risk factors for exposure include the frequency and 
type of one's sexual behaviors, use or nonuse of contraceptive methods that 
provide protection against transmission of STDs, and the likelihood that one's 
partner is infected. The same behavior (e.g., unprotected intercourse with a new 
partner) will carry very different levels of risk of transmission, depending on 
the likelihood of STDs in the social network from which one's partner is chosen. 
For example, individuals may engage in apparently high-risk behaviors but 
avoid an STD if their sex partners are not infected. 

An important strategy for reducing the rate of spread of STDs is to identify 
and treat infected individuals and their partners. However, it is necessary to 
supplement this approach with an understanding of how individual behaviors 
contribute to both exposure and transmission. This is especially important in the 
case of STDs for several reasons. First, medical treatment will not prevent 
transmission of some asymptomatic and incurable STDs, such as HIV infection 
and other viral STDs. For these diseases, initial exposure must be avoided to 
prevent infection. Second, reduction of STDs will be facilitated not only by 
secondary prevention through treatment of infected individuals but also by 
preventing initial infections. Therefore, prevention of most STDs requires 
modification of the behaviors that place individuals at risk. 

In this section, the committee summarizes how individual factors influence 
exposure to and transmission of STDs. The committee then illustrates how 
individual factors affect condom use and summarizes behavioral and clinical 
methods for preventing exposure and reducing transmission of STDs. 


Individual Factors 


Many factors influence an individual's sexual behavior and risk for STDs. 
These factors include sexual and other behaviors, perception of risk, and personal 
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skills. There are also costs and obstacles associated with adopting behaviors that 
reduce individual risk of STDs. In this section, immediate factors that influence 
individual risk of STDs are summarized. It is important to note that these 
factors are influenced by the social, contextual factors described in Chapter 3, 
such as poverty and substance use. 


Sexual and Other Behaviors 


Aral (1994) recently reviewed the sexual and other behaviors that place 
individuals at greater risk of exposure to STDs. These behaviors are: 


1. Initiation of sexual intercourse at an early age. Persons who initiate 
intercourse at an early age may be at greater risk of STDs because of the 
longer time they are sexually active and the greater likelihood of risk 
factors for STDs such as nonvoluntary intercourse, greater number of 
partners, and less consistent use of condoms. In addition, adolescents are 
biologically more susceptible to STDs than adults. 

2. Greater number of partners. The greater the number of partners an 
individual has, the greater is the risk of exposure. This association may be 
due to the increased risk of exposure to an infected partner with 
increasing number of partners and the fact that having multiple partners 
may be associated with other risk factors such as high-risk partners and 
less consistent use of condoms. 

3. High-risk partners. Having sex with a partner who is likely to have had 
many partners increases the risk of an STD. 

4. Increased frequency of intercourse and certain sexual practices . The 
greater is the frequency of intercourse with an infected partner, the greater 
are the chances of transmission. Risk of HIV infection, hepatitis B virus 
infection, and other STDs is greater with anal intercourse than with 
vaginal or oral intercourse. 

5. Lack of circumcision of male partner. As discussed in Chapter 3, men 
who are not circumcised appear to have a greater risk of acquiring and 
transmitting certain STDs, such as HIV infection and chancroid, 
compared to men who are circumcised. Women with male partners who 
are circumcised are at reduced risk of exposure compared to those with 
uncircumcised partners. 

6. Use of vaginal douching. Women who douche are at higher risk for later 
complications of STDs, such as pelvic inflammatory disease, as discussed 
in Chapter 3. 

7. Lack of barrier contraceptive use. Consistent use of condoms and barrier 
contraceptives reduces the risk of STDs. As mentioned in Chapter 3 and 
Table 4-1, hormonal contraceptives may also affect risk of STDs. 


Perception of Risk 


Americans commonly underestimate their risk for STDs. In a 1993 survey 
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mentioned previously (EDK Associates, 1994), 84 percent of women surveyed 
were not concerned about acquiring an STD, including 72 percent of women 
from 18 through 24 years of age, and 78 percent of women reported having had 
"many" sexual partners during their lifetime. Mays and Cochran (1988) reported 
on a study of African American college students who believed that African 
Americans were less likely to get AIDS than European Americans, even though 
the reverse is true. Of the sexually active women in the sample, almost a third 
had taken no actions to avoid STDs. Another nationwide survey of 1,000 
persons in 1994 found that Americans underestimated their risk of STDs and 
were therefore not taking appropriate protective measures (EDK Associates, 
1995). This survey found that 62 percent of men and 50 percent of women were 
at moderate to high risk for STDs (see Figure 4-3 for definitions of risk). Single 
and divorced men and women were most likely to be at high or moderate risk 
for STDs compared to married persons (Figure 4-3). Among those at high risk 
for STDs, 77 percent of women and 72 percent of men stated that they were not 
worried about getting an STD. 

Perceived susceptibility has played a central role in most theories of health 
behavior (e.g., Wallston and Wallston, 1984; Weinstein, 1988). Perceiving one's 
personal susceptibility as low may arise from the experience of remaining STD- 
or HIV-free in the face of behavior that is known to be associated with a high 
risk of acquiring infection, such as engaging in anonymous unprotected sex 
with multiple partners over a prolonged period of time. Such perceptions may 
be reinforced by periodic negative testing. With consistent reinforcement of 
negative results in light of high-risk behavior, beliefs congruent with "genetic 
immunity" or "super invulnerability" may develop, leading to reduced 
motivation to adopt protective behaviors. 

Knowledge is necessary but not sufficient to motivate action. Without 
knowledge, individuals may be unaware of risk or not know what actions to 
take to protect themselves against STDs. However, among those who do have 
sufficient knowledge, other factors will affect whether they take action. Thus, 
among populations with sufficient knowledge, knowledge itself is not related to 
the behavior (Morrison et al., 1994). Morrison and others (1994) studied 
adolescents who were incarcerated in the juvenile justice system. These 
adolescents, who reported engaging in high-risk sexual behaviors, had a good 
deal of knowledge regarding STDs and condoms, but this knowledge was not 
related to more positive attitudes toward use of condoms. Similarly, Wulfert 
and Wan (1993) found that college students with better knowledge about the 
HIV virus and how it is transmitted were no more likely to use condoms 
compared to those with less knowledge. 

In virtually all behavioral theories regarding the reasons individuals either 
adopt or fail to adopt risk-avoidance strategies, reducing risk is viewed as a 
principal motivation of behavior (Cleary et al., 1986). Perceived risk is a critical 
component in the Health Belief Model (Becker and Maiman, 1975) and the 
Theory of Reasoned Action (Ajzen and Fishbein, 1980) and is reflected in 
outcome 
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expectancies in social learning theory (Bandura, 1977). All of these models 
predict that behavior change will be greater when individuals perceive that they 
are at risk of infection and that the behavior being recommended will reduce 
that risk. In addition to the reasons mentioned previously for why individuals 
fail to adopt protective behaviors, there are other explanations for why the 
association between perceived risk and protective behaviors is weak. 


Single and divorced persons are most 
likely to be at high risk for STDs 
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Figure 4-3 


Proportion of persons at high risk for STDs by marital status and gender, 1994. 
High risk was defined as having at least two of the following: (a) six or more 
sex partners in lifetime, (b) partners who have had sex with six or more people 
or have no knowledge of their partners' sexual history, or (c) more than one sex 
partner in the past year. Moderate risk was defined as having one of these 
characteristics. SOURCE: EDK Associates, Inc. The ABCs of STDs. New 
York: EDK Associates, 1995. 


Link Between Perceived Risk and Protective Behaviors 


Given the centrality of perceived risk to the theoretical models as well as 
to many intervention programs, it is surprising that the empirical evidence linking 
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perceived risk and health-protective behavior is weak. Confirming that risk 
perceptions directly lead to adoption of protective behavior is very difficult 
(Baldwin and Baldwin, 1988). Some studies have demonstrated a relationship 
between perceived risk of STDs and preventive behaviors (Janz and Becker, 
1984; Joseph et al., 1987; Hingson et al., 1990; Weisman et al., 1991; 
Pendergrast et al., 1992; Stiffman et al., 1992) and number of sex partners 
(Catania et al., 1989), but others have failed to find such an association 
(Kegeles et al., 1989; Weisman et al., 1989; Shafer and Boyer, 1990; Cleary et 
al., 1991, 1995; Orr and Langefeld, 1993; Wulfert and Wan, 1993). 

There are several possible explanations for why perception of risk has not 
been systematically linked to behaviors that reduce the risk of STDs. One is the 
difficulty of assessing risk adequately in such studies. Perceptions of risk 
involve perceptions of both the severity of the outcome, such as getting an STD, 
and the likelihood of its occurrence (Yates and Stone, 1992). Individuals are 
likely to differ in the extent to which they feel vulnerable to acquiring different 
STDs and in their views of the gravity of different STDs. Perceived risk usually 
has been assessed globally, but individuals are likely to have partner-specific 
perceptions of risk (Weisman et al., 1991; Pilkington et al., 1994; Ellen et al., 
1996) and partner-specific patterns of condom use (Magura et al., 1994; Morris 
et al., 1995). 

A second methodological reason why perceived risk has not been 
consistently linked with behavior may be that the temporal ordering of variables 
is hard to assess in cross-sectional studies. Individuals who perceive themselves 
at higher risk should be more likely to take protective action. However, if 
individuals are engaging in health-protective actions, their perception of risk 
may drop, and perceived risk would be negatively related to behavior. 
Longitudinal studies are needed to determine the temporal ordering of risk 
perceptions and change in risk behaviors. 

Finally, there are substantive reasons why perceived risk may not be 
closely linked to behavior. Perceived risk of STDs may be necessary to 
motivate health-protective behavior or behavior change but may not be 
sufficient. There are other powerful factors that influence these behaviors. In 
addition to having knowledge, individuals need to be motivated to reduce risk 
behaviors. Behaviors that reduce the risk of STDs, such as reducing the number 
of sex partners and using a condom consistently, have substantial personal costs 
associated with them. Unless these costs are offset by a strong motivation to 
reduce risk or by other reasons to engage in these behaviors, it is unlikely that 
the person will take these actions. 

Individuals may show different degrees of motivation based on their risk 
perception. For example, persons at relatively low risk for acquiring STDs or 
HIV infection may be easily stimulated to adopt behaviors that are self- 
protective, while high-risk individuals may be less able to control sexual 
impulses that lead to diminished self-protective strategies (Joseph et al., 1987) 
or such individuals perceive little actual benefit in changing behavior given 
other pressing life concerns. 
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An example of a barrier to protective behavior was seen early in the HIV 
epidemic, when men who were targeted for HIV risk-reduction behavior were 
asked to engage in behaviors, such as condom use, for which they had never 
been socialized. Using condoms was a new behavior for most men who had sex 
with men during the 1980s. The committee hypothesizes that a related barrier to 
adoption of condom use and reduction of unsafe sexual practices (e.g., 
anonymous partners) was the association of sexual behavior with self-identity. 
As the gay movement matured during the 1970s in the United States, a growing 
number of gay men equated their sexual practices with their own identity. Thus, 
admonitions to alter sexual behaviors were in direct conflict with the self- 
identities of gay men, and this conflict frustrated well-meaning attempts to alter 
behavior. However, this barrier is now diminishing with new generations of 
young Americans who have become socialized in the AIDS era. 

Finally, most sexual risk-reduction efforts for STDs require mutual consent 
of at least two people. This requires communication about expectations, 
agreement on the value of engaging in protective strategies, and an 
understanding of sexual pleasure for each person. Communication regarding 
sexual behavior is problematic in the best of situations. Experience in the 
conduct of HIV prevention trials suggests that sexual negotiation and 
empowerment strategies may be perceived as meaning either that one's partner 
does not trust one or that there is a "hidden" reason why condom use is being 
added to an ongoing relationship. Neither of these perceptions builds trust or 
mutual respect, and these strategies may be extremely difficult to introduce into 
a stable relationship. 


Personal Skills 


An individual needs motivation, personal skills, and interpersonal 
resources to implement complicated behavior changes in the face of the types of 
barriers discussed above. These include interpersonal communication and 
negotiation skills and a sense of self-efficacy regarding accomplishment of the 
relevant behaviors (Bandura, 1990; Wulfert and Wan, 1993). For example, 
individuals who are able to communicate more readily about sex appear to be 
more effective in their use of condoms (Brien et al., 1994; Rickman et al., 1994; 
Shoop and Davidson, 1994). 

The best evidence that having specific skills enhances STD-reducing 
behavior comes from evaluations of programs that provide training in specific 
behavioral skills. St. Lawrence and colleagues (1995) conducted a randomized 
trial of an educational program versus education with behavioral skills training. 
The latter intervention included problem-solving skills, assertion and refusal 
skills, and training in proper use of condoms. African American adolescents 
who were sexually active and who received the latter intervention increased 
condom use and had a lower frequency of unprotected intercourse compared to 
those who received only the educational program. In addition, adolescents who 
had not 
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begun sexual activity and who received the skills intervention were less likely 
to become sexually active in the next year compared to those who received only 
the educational program. 

In addition to having specific skills, individuals having a greater sense of 
self-efficacy regarding their ability to enact the behaviors will be more likely to 
be effective (Bandura, 1990). Self-efficacy beliefs are important because they 
affect motivation to initiate behavior and to persevere if obstacles are 
encountered. Thus, men who feel that they can use condoms each time they 
have intercourse and women who feel that they will be able to get their partners 
to use a condom consistently should be more likely to implement the behaviors 
needed to achieve this goal (e.g., obtaining condoms, having them accessible at 
the time of intercourse, using them). Several studies have shown that greater 
self-efficacy and confidence in one's ability to use condoms predicts both a 
stronger intention to use condoms and more effective use of condoms (Marin et 
al., 1993; Schaalma et al., 1993; Wulfert and Wan, 1993; Mahoney et al., 1995; 
Rotheram-Borus et al., 1995). 

An important determinant of self-efficacy is one's comfort level and 
acceptance of individual sexuality. Persons who have developed negative 
emotions regarding premarital sex, such as guilt and denial, are less likely to 
practice protective behaviors, such as use of contraceptives, compared to those 
who do not have such emotions (Herold and McNamee, 1982; Gerrard, 1987; 
Morrison and Shaklee, 1990; Gerrard et al., 1993). In addition, persons who are 
embarrassed about their sexual activity are less likely to use condoms 
consistently (Hingson et al., 1990; Koniak-Griffin et al., 1994). 


Behavioral Methods 


Behavioral interventions represent promising approaches to preventing 
STDs. While there are many reports of behavioral interventions to prevent 
STDs including HIV infection, most studies have not been conducted in a 
methodologically sound manner to determine their effectiveness in improving 
health outcomes (Oakley et al., 1995; Oakley, Fullerton, Holland, et al., 1995). 
Many studies, however, show that behavioral interventions can have a positive 
effect on self-reported sexual health behaviors. A meta-analysis of 12 controlled 
studies of risk-reduction interventions for HIV infection found that the mean 
weighted effect of such behavioral interventions on self-reported sexual 
behaviors was positive and statistically significant (Kalichman et al., 1996). In 
addition, two recent studies have demonstrated that certain feasible behavioral 
interventions are effective in reducing the risk of STDs (Kamb et al., 1996; 
Shain et al., 1996) and support a strong role for such interventions as part of a 
comprehensive approach to preventing STDs. An advantage of behavioral 
interventions is that they can be effective in preventing all STDs, in contrast to 
some biomedical interventions that are specific for only certain STDs. 
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A variety of strategies can lead to sustained behavior changes that reduce 
the risk of STDs. These intervention strategies include individually focused 
interventions relying heavily on one-on-one counseling that occurs independent 
of, or jointly with, STD testing; group- or community-based interventions 
(Kelly, 1994); and structural or "macro" level legislative solutions. A review of 
federally funded HIV prevention studies that evaluated the impact of individual- 
and community-based behavioral interventions found that most interventions 
had positive effects on knowledge of AIDS and sexual behavior such as 
increased rates of condom use (IOM, 1994). The intent of STD preventive 
interventions is to reduce the incidence of new STDs by assisting individuals in 
changing behaviors in ways that decrease risk of contracting STDs. Altering 
precursors of sexual decision making and actual sexual practices, such as 
increasing rates of condom use, reducing number of partners, or decreasing 
rates of unprotected sex, will ultimately reduce the number of new cases of 
STDs. 

While reduced STD incidence and sexual behavior change are the primary 
endpoints in STD risk-reduction interventions, other endpoints also have merit. 
For example, several important studies in STD prevention have utilized changes 
in risk behavior intentions, condom use attitudes, and perceived vulnerability as 
principal outcome measures. Community-level interventions based on "stages 
of change" theoretical models (Prochaska and DiClemente, 1983) have defined 
success on the basis of shifting community attitudes towards greater readiness 
to enact a specific behavior change, stronger change intentions, or future 
resolve to engage in protective behavior. "Social marketing" approaches to 
condom promotion have included condom sales in the community as an 
indicator of programmatic success. Success needs to be judged independently 
for specific target populations and for desired behavioral and disease outcomes. 

Among adolescents, delaying sexual intercourse or intermittent avoidance 
of sexual activity is effective in STD risk reduction (Kirby, 1980). Furthermore, 
it has been well documented (Gold et al., 1994; Ku et al., 1994) that it is easier 
to encourage consistent condom use in sexual relationships with nonprimary 
partners than in primary relationships. Thus, the context of behavioral change 
strategies needs to be specified. 

The literature on the effectiveness of HIV prevention programs contains 
some findings applicable for developing other effective STD prevention 
programs. Holtgrave and others (1995) found that successful prevention 
programs that were able to avert, reduce, or modify HIV-risk-related behaviors 
or their determinants had the following characteristics: 


basis in real specific needs and community planning; 
culturally competent messages; 

clearly defined audience, objectives, and interventions; 
basis in behavioral and social science theory and research; 
quality monitoring and adherence to plans; 
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6. use of evaluation findings and midcourse corrections; and 
7. sufficient resources. 


The study's authors also concluded that some behaviorally based 
prevention programs are cost saving, and others are likely to be cost-effective 
relative to other health programs. 


Theoretical Approaches to STD and HIV Risk Reduction 


A number of theoretical approaches drawn from the social and behavioral 
sciences have been employed in developing STD prevention interventions 
(Cleary et al., 1986, 1995). These models were derived from efforts to promote 
change in nonsexual health-risk behaviors, such as smoking cessation, 
cardiovascular risk reduction, and cancer prevention. The dominant model 
guiding most STD prevention interventions has been social learning theory 
(also referred to as social cognitive or cognitive-behavioral theory), originally 
proposed by Bandura (1977). This approach postulates that specific skills are 
needed to alter risk behaviors. These skills can be imparted through modeling, 
rehearsal, or practice opportunities. Behavior change interventions have heavily 
focused on training participants in condom use skills, sexual assertiveness, safer 
sex negotiations and communication strategies, and self-management skills to 
deal with situations that might trigger vulnerability to high-risk sexual behavior 
(Kelly, 1994). Other theoretical approaches that are appropriately focused on 
the individual-level determinants of high-risk behavior and behavior change 
include the Theory of Reasoned Action (Ajzen and Fishbein, 1980) and the 
Precaution-Adoption Process (Weinstein, 1988). 

At the community level, one approach that has been very popular over the 
past decade in STD prevention has been the "stages of change" formulation 
mentioned previously (Prochaska and DiClemente, 1983). This approach was 
originally developed to explain the process of changing health habits, primarily 
smoking, and postulates that people are at varying levels of readiness for 
change. Understanding the different levels of readiness for each person allows 
tailoring interventions that can successfully move the individual further along 
the continuum of change—towards action and then behavioral maintenance. 
While this approach has been widely discussed in the literature (Catania et al., 
1990; O'Reilly and Higgins, 1991), there have been few empirical 
demonstrations of its utility in influencing behavior change at the community 
level. 

Community-norm-change models that focus on influencing social or peer 
group norms regarding sexual behavior have proven particularly appropriate in 
studies of sexual risk practices of adolescents, heterosexual adults, and gay 
men. One approach for producing normative change at the community level is 
the "diffusion of innovation" model (Rogers, 1983) in which normative change 
attributable to advocacy by key, popular "opinion leaders" leads to accepted new 
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behavioral norms in the population. This strategy has been viewed as extremely 
successful in interventions focused on gay men. A second approach, "social 
marketing" (Andreasen, 1995), uses media campaigns to change attitudes 
towards condoms and improve their availability. 


Individual-Focused Interventions 


Intensive small-group risk-reduction interventions, largely guided by 
cognitive-behavioral theory, have been shown to be very effective in promoting 
self-protective behavior change (Kelly, 1994; Cleary et al., 1995). These studies 
have included randomized trials with gay men (Kelly et al., 1991), homeless 
and runaway adolescents (Rotheram-Borus et al., 1991), adolescents at risk for 
STDs (Jemmott et al., 1992; St. Lawrence et al., 1995), low-income and adult 
women of certain ethnic groups (Hobfoll et al., 1994; DiClemente and 
Wingood, 1995) and at-risk mentally ill men and women (Kalichman et al., 
1994). These interventions have been delivered in small-group programs with 6 
to 18 hours of contact time, allowing time to practice risk-reduction skills and 
review successes and problems encountered in enacting these behaviors. These 
interventions produced evidence of change in self-reported sexual risk behavior, 
usually on the order of 30 to 70 percent reduction in the frequency of 
unprotected sex from pre-intervention levels. While none of these studies 
incorporated STD incidence as a primary outcome measure, each study did 
utilize some method to validate self-reported behavioral changes. A limitation 
to these studies is that long-term maintenance of behavior change effects has 
not been examined. 

Brief interventions focused on influencing knowledge and attitudes have 
been successful (Kalichman et al., 1994) but have had little impact on sexual 
behavior practices. Other strategies have focused on counseling and HIV testing 
as a method of increasing perceptions of vulnerability and promoting self- 
protection from STDs. Analyses of these strategies suggest that while these 
approaches have merit, the counseling, as practiced in field conditions, leaves 
much to be desired in meeting minimal criteria for being "successful" (Giesecke 
et al., 1991; Higgins et al., 1991). 

Preliminary results of a major randomized, controlled trial evaluating the 
impact of enhanced prevention counseling for HIV and STD risk reduction 
strongly support individual-focused counseling (Kamb et al., 1996). Among 
public STD clinic patients, those who received a series of counseling sessions 
based on the Health Belief Model or the Theory of Reasoned Action were 
significantly more likely to adopt certain protective behaviors and less likely to 
acquire new STDs at six months of follow-up compared to those who received 
only educational messages. 

In its latest report, the U.S. Preventive Services Task Force concluded that 
the ability of primary care clinicians to influence high-risk sexual behavior is 
limited, but that there is consistent evidence that Americans have changed their 


EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:56 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


r 


ight_law 
Gieat abe 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


AGAAMBDFESEMtatb taht Ee HieAaM AAR Sst MECH CR ch ABesaer HBEPCSEMMEM THESE Ce Score dhe eH LAB OrighreMt JaberssSaebt trom the 


fo BPE 


About taeyBght 9/d 997 iNatlonaly 
original Rod SH ng ert Jpabhy 


PREVENTION OF STDS 135 


behavior in response to information regarding STDs, including HIV infection, 
provided through a variety of clinical and other settings. Although the task force 
determined that the effectiveness of clinician counseling in the primary care 
setting is unproven, the group recommended that primary care clinicians 
counsel their adolescent and adult patients regarding measures to prevent STDs, 
and that such counseling should be tailored to the risk factors, needs, and 
abilities of each patient (U.S. Preventive Services Task Force, 1996). The CDC 
and several physician organizations have also recommended that primary care 
clinicians counsel their adolescent and adult patients regarding measures to 
prevent STDs (ACOG, 1992; AMA, 1993; CDC, 1993a; AAP, Committee on 
Adolescence, 1994; AAFP, 1994). Clinician counseling does not work in 
isolation and is a necessary component of appropriate clinical management of 
STDs. This is because clinician counseling takes advantage of opportunities to 
educate patients when they are most receptive to health messages and 
effectively reinforces messages from other sources (Bigelow et al., 1986). 

Couple-based interventions to prevent high-risk sexual behaviors are also 
promising approaches to prevention. In this approach, both members in a 
relationship are the focus of an intervention. Perhaps the best evidence to 
support the effectiveness of such an approach is from HIV counseling studies 
among discordant couples.'! In one study, after multiple HIV testing and 
counseling sessions, condom use among discordant couples increased from 4 
percent to 57 percent after one year of follow-up (Allen et al., 1992). 


Community-Based Interventions 


Community-based interventions to promote behavior change include 
interventions that target specific high-risk groups, such as female sex workers 
and adolescents, as well as interventions that attempt to change community 
norms, most commonly through mass media messages. A number of 
intervention trials involving high-risk groups such as gay men (Kelly et al., 
1991, 1992), injection drug users and their sex partners, female sex workers, 
and youth in high-risk situations have been successful in improving knowledge 
and promoting behavior change (O'Reilly and Higgins, 1991; IOM, 1994). 
Some interventions have been modeled after the Diffusion of Innovation Theory 
and have successfully utilized peer opinion leaders and educators to change 
norms in a community by endorsing condoms and educating regarding their use 
(Kelly et al., 1991, 1992). For example, a multicity trial that recruited popular 
gay men to educate other gay men who frequented bars resulted in a dramatic 
decline in the frequency of unprotected intercourse after several months (Kelly 
et al., 1992). Studies in Tanzania show that community-based interventions to 
improve syndromic management of 
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STDs and health-care-seeking behavior significantly reduce HIV transmission 
and population incidence of urethritis and syphilis (Grosskurth et al., 1995a, b; 
Mwijarubi et al., 1996). 

One major community-based intervention for disenfranchised groups that 
may be directly applicable to community-based STD prevention is the AIDS 
Community Demonstration Projects initiative (CDC, 1996a). These programs 
were initiated in 1989 to target populations at high risk of HIV infection in five 
cities, such as intravenous drug users and their sex partners, female sex 
workers, men who have sex with men, and youths in high-risk situations. The 
goal of these programs was to determine the efficacy of a specific community- 
based intervention among hard-to-reach populations, and one of the two main 
objectives was to increase consistent condom use among these populations.” 
The intervention included distribution of printed materials that described "role 
models" who successfully changed their behaviors and provided basic HIV and 
condom information. Peers and other community network members were used 
extensively to distribute materials. Preliminary data indicate that high rates of 
exposure to the intervention can be achieved within two years of the initiation 
of the program. In addition, for the three sexual behaviors examined, the mean 
stages of change-continuum value among persons who reported exposure to the 
intervention was greater than that among persons who did not report exposure 
to the intervention.* Replications of successful interventions among high-risk 
groups are being undertaken in the United States and abroad, and the results 
will shed light on the long-term impact and applicability of these approaches to 
other communities at risk. 

In January 1994, the CDC implemented its Prevention Marketing initiative 
for HIV and STD prevention (U.S. Conference of Mayors, 1994). This initiative 
was motivated by research on community interventions showing that they were 
most effective when designed and managed by the communities themselves. As 
part of this program, the CDC is contributing funds for pilot prevention- 
marketing interventions and is providing technical assistance to state and local 
health departments, community coalitions, and other partners. The initiative 
uses commercial marketing techniques, including mass media messages, and 
community involvement to promote healthy sexual behaviors. The social 
marketing approach adapted by the CDC includes the concepts of the right 
product, the right price, the right place, and the right promotion (DeJong, 1989). 

Public health workers recognize that, in order for behavior change to 
occur, the community environment should not be a barrier but should be 
supportive of 


2 The other main objective was to increase the use of bleach by intravenous drug users 

to clean injecting drug equipment. 
3 The stages of change continuum represents a series of steps on a behavior change 
continuum from precontemplation to adoption and maintenance of the behavior change. 
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such changes. In response to this issue, "enabling approaches" to prevention 
have recently gained attention (Tawil et al., 1995; O'Reilly and Piot, 1996). 
These interventions are intended to either remove barriers to adoption of 
protective behaviors or to erect barriers to risky behaviors. An example of how 
structural or environmental changes can significantly reduce risky sexual 
behaviors is the "100% Condom Program" that was implemented nationwide in 
Thailand by the Thai HIV/AIDS Prevention and Control Program in 1992, 
along with a mass media condom-promotion campaign and wide distribution of 
condoms to prevent the spread of HIV among sex workers (Rojanapithayakorn 
and Hanenberg, 1996). The program enforced universal use of condoms among 
sex workers through the use of sanctions against sex establishments where 
condoms were not being consistently used. This intervention was effective 
apparently because it supported desired behavior change and did not reduce the 
income of sex workers. An extensive evaluation of the program among Thai 
army male conscripts showed that the proportion of men who had sex with sex 
workers fell, the proportion who used condoms with sex workers increased, and 
the seroprevalence of HIV and the proportion with a history of an STD declined 
significantly after program implementation (Nelson et al., 1996). These data 
indicate that environmental interventions that adequately address structural or 
other barriers to behavior change are necessary for the adoption of healthy 
sexual behaviors. 


School-Based Interventions 


School is an obvious venue for providing information regarding STDs and 
for preventing the initiation of high-risk sexual behaviors among adolescents. 
More than half of teenagers surveyed in 1995 indicated that the school was their 
primary source of information (ASHA, 1996). As of mid-1994, 45 states and 
approximately 91 percent of school districts required schools to offer health 
education (Collins et al., 1995). Five states required a separate course devoted 
almost entirely to health topics in all elementary schools, 14 required such 
courses at the middle/junior high school level, and 28 required such courses in 
senior high school. A 1994 survey of state education agencies and teachers by 
the CDC showed that 28 of 43 states and the District of Columbia and 81 
percent of school districts required teaching STD prevention in a required 
course (CDC, 1996b). In addition, 39 states plus the District of Columbia 
required HIV prevention education. As of September 1995, 22 states and the 
District of Columbia had legal mandates that required schools to provide both 
sexuality and STD/HIV education; an additional 15 states require schools to 
provide only STD/HIV education; and 13 states did not require schools to 
provide sexuality or STD/HIV education (NARAL Foundation, 1995). Many of 
the states that require education in STD/HIV mention education only for HIV/ 
AIDS, not other STDs, in their laws. Although many states require schools to 
provide instruction in HIV or STD prevention, these legal mandates are often 
underfunded and restrictive in the content of 
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the instruction (NARAL Foundation, 1995). For example, in Louisiana, schools 
are required to teach that abstinence is the expected norm for students, but the 
law makes no mention of instruction regarding STD prevention. In addition, 19 
states prohibit or restrict school health and education programs from making 
contraceptives, or in some cases information regarding contraceptives, available 
to students. The number of restrictive laws enacted or considered by states 
increased in 1995 (NARAL Foundation, 1995). Another important limitation of 
current school-based education is the lack of consistent STD-related education 
at lower grade levels. 

The majority of health education teachers recently surveyed reported that 
they taught about sexual abstinence (76 percent); how to prevent STDs (75 
percent); signs and symptoms of STDs (70 percent); and other topics related to 
risk factors for STDs (Collins et al., 1995). In the CDC survey mentioned 
previously, among teachers who taught in health education classes, 78 percent 
taught about sexual behaviors that transmit HIV (and other STDs), but only 37 
percent taught about correct use of condoms (CDC, 1996b). The preparation of 
teachers who provide instruction on these topics is inconsistent. For example, 
while 86 percent of states and 33 percent of school districts that required 
instruction in STDs reported providing training on the topic (CDC, 1996b), only 
16 percent of teachers surveyed reported receiving training on teaching STD 
prevention during the two years prior to the survey. 

A 1989 survey of more than 4,200 seventh- through twelfth-grade teachers 
in specialties most likely to be responsible for sex education found that most 
teachers believed that information regarding HIV infection, other STDs, and 
pregnancy should be covered by the seventh and eighth grades at the latest 
(Forrest and Silverman, 1989). There was a gap between what the teachers think 
should be taught and what actually occurs. For example, almost all teachers 
believed that sex education information for students should include sexual 
decision-making and abstinence and birth control methods, but only 82 to 84 
percent of teachers reported being in schools that provided instruction in these 
areas. Teachers cited (a) pressure from parents, the community, and school 
administration; (b) lack of appropriate teaching materials; and (c) lack of 
student interest as potential barriers to teaching sex education. 

An IOM committee* that is preparing a report on the role of 
comprehensive school health programs in the United States has come to the 
conclusion that health education does not commence at a sufficiently early age; 
the period prior to high school appears to be the most crucial for shaping 
attitudes and behaviors. By the time students reach high school, many are 
already engaging in risky behaviors or at least have formed accepting attitudes 
toward these behaviors. For 
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this reason, the committee believes that sequential, age-appropriate health 
education before high school is essential. 

In many communities, there is considerable controversy regarding the role 
of "abstinence-based" (i.e., delaying intercourse until marriage) versus harm- 
reduction approaches (i.e., promoting use of condoms) to school-based 
education curriculum design. Some communities and school boards, in spite of 
predominant scientific evidence to the contrary, believe that harm-reduction 
approaches such as condom promotion encourage sexual intercourse among 
adolescents. Because of the controversial nature of school-based STD education 
programs, it has been strongly suggested that health departments and private 
organizations that desire to implement such programs work closely with school 
administrators, health educators, teachers, parents, and students throughout the 
planning and implementation process (Molbert et al., 1993). 

It should be noted that although school-based programs will reach the 
overwhelming number of adolescents in the United States, as discussed in 
Chapter 3, a sizable number of adolescents are homeless, in detention facilities, 
or otherwise not attending school. These youths, who are at high risk for STDs 
because they are likely to be sexually active, have a history of being sexually 
abused, and use drugs and alcohol, present many challenges to prevention 
efforts. Information regarding the effectiveness of interventions to prevent 
STDs among youths who are not in school settings are limited (Rotheram-Borus 
et al., 1991). 

Effectiveness of School-Based Programs. The quality of studies that have 
evaluated the effectiveness of school-based programs to reduce risky sexual 
behaviors varies greatly. Many studies that have evaluated the effectiveness of 
school-based programs in reducing risky sexual behaviors have used some type 
of experimental design, commonly randomization of students or schools to 
intervention and control groups to measure program effectiveness. Other 
evaluation methodologies include the use of data from national surveys of 
adolescent sexual behavior to relate past participation in health education 
programs to subsequent sexual health behaviors. Limitations of many of these 
studies include lack of appropriate control or comparison groups, insufficient 
sample size of students and resulting inadequate statistical power, variability of 
the time frame chosen for postintervention follow-up, and difficulty in 
accurately measuring health outcomes. For example, studies based on national 
surveys of adolescent sexual behavior are problematic because they rely on the 
recall of the respondent's past participation in health education activities. In 
addition, many specifics regarding the scope and quality of health education 
programs are not captured, thereby essentially grouping together programs of 
varying quality and scope. Because of ethical concerns and other problems 
associated with assessment of rates of STDs among students, it is not feasible to 
evaluate the direct impact of such programs on rates of STDs in most situations. 
Therefore, most studies evaluate effectiveness 
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on the basis of changes in self-reported risky sexual behaviors such as 
frequency of unprotected sexual intercourse. 

The overwhelming proportion of peer-reviewed evaluations of the 
effectiveness of sex and AIDS and STD education programs have reported 
positive changes or no effect of programs on sexual health behaviors such as 
condom use and onset of sexual intercourse (Kirby et al., 1994). In a few 
studies based on national survey data, mixed outcomes (positive, negative, or no 
effect) have also been documented (Dawson, 1986; Marsiglio and Mott, 1986; 
Ku et al., 1993). Kirby and colleagues recently completed a comprehensive 
review of 23 studies of school-based sex and AIDS and STD education 
programs that were published in peer-reviewed journals and evaluated their 
impact on sexual behavior (Kirby et al., 1994) The authors found that some but 
not all programs were effective and that programs having the following six 
characteristics had a clear impact on behavior: 


1. narrowly focused on reducing sexual risk-taking behaviors that lead to 
HIV or other STDs or unintentional pregnancy; 

2. utilized social learning theories as a foundation for development; 

3. provided basic, accurate information about the risks of unprotected 
intercourse and methods of avoiding unprotected intercourse through 
experiential activities designed to personalize this information; 

4. included activities that address social or media influences on sexual 
behaviors; 

5. reinforced clear and appropriate values to strengthen individual values 
and group norms against unprotected sex; and 

6. provided modeling and practice in communication and negotiating skills. 


The authors concluded that, contrary to the concerns of some individuals 
and groups, such educational programs do not increase sexual activity among 
students. Studies of specific programs found that programs that included 
instruction on contraception either delayed the onset of sexual intercourse or 
had no effect on onset. In addition, a previous IOM committee (IOM, 1995:233) 
evaluated 23 local programs, including school-based programs, related to 
unintended pregnancy and concluded that: 


Sexuality education programs that provide information on both abstinence and 
contraceptive use neither encourage the onset of sexual intercourse nor 
increase the frequency of intercourse among adolescents. In fact, programs that 
provide both messages appear to be effective in delaying the onset of sexual 
intercourse and encouraging contraceptive use once sexual activity has begun, 
especially among younger adolescents. 


A recent nationwide survey revealed that respondents wanted information 
on STDs from multiple sources and rated health care professionals and school- 
based 
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programs most frequently as being "very effective" sources of information on 
STDs (EDK Associates, 1995). Factors affecting the acceptance and 
effectiveness of school-based programs include community norms related to the 
appropriateness of the inclusion of certain topics in school curricula and the 
knowledge of teachers about, and attitudes towards, issues related to STDs. It is 
important to recognize that there is substantial heterogeneity in teacher and 
community attitudes towards how health curricula should deal with these topics. 
Competing demands on time and resources, political and religious attitudes, and 
beliefs about the effects of the teaching of such topics on children's attitudes 
and behavior vary tremendously. It is important to be aware of, and address 
when feasible, such factors that might inhibit the implementation of effective 
programs. 

A. significant barrier to implementation of effective school-based 
interventions is inadequate support for dissemination of such programs. To 
address this issue, the "Research to Classroom Project," sponsored by the 
Division of Adolescent and School Health, CDC, is the largest federal program 
to disseminate school-based curricula for reducing sexual risk behaviors. Under 
this program, the CDC identifies curricula that have been evaluated and shown 
to be effective in reducing specific risky behaviors and meet other selection 
criteria, and then provides resources, including training and technical assistance, 
to ensure that such curricula are disseminated on a national level. 

Condom Availability in Schools. To address barriers to adolescent condom 
usage, approximately 431 schools in 50 school districts in 21 states have 
condom availability programs as part of HIV and STD prevention efforts, 
primarily in large urban public high schools (Kirby and Brown, 1996). Ninety- 
two percent of schools that made condoms available are high schools; these 
high schools represent only 2.2 percent of all public high schools in the United 
States (Kirby and Brown, 1996). The 50 school districts with condom 
availability programs represent only 0.3 percent of all U.S. high school districts. 
In 1994, there were a total of 9,573 middle schools, 20,059 high schools, and 
14,881 school districts in the United States (U.S. Department of Education, 
National Center for Education Statistics, 1995). Massachusetts, New York 
State, and the District of Columbia are the only states or jurisdictions to 
recommend that their schools consider condom availability for students as part 
of a comprehensive HIV prevention program (NARAL Foundation, 1995). In 
addition, Los Angeles, New York City, and other cities have mandated condom 
availability in high schools as part of a comprehensive effort to prevent HIV 
infection (Kirby and Brown, 1996). In 1992, a survey of superintendents or 
their designees of 299 middle and high school districts found that only 8 percent 
of middle and high school students are in districts that have approved condom 
distribution programs (Leitman et al., 1993). Of schools with condom 
distribution programs in place, students were not given access to condoms 
before grade 9. Most districts with approved programs were located in the East 
and West and in areas with a large proportion of students 
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of lower socioeconomic status. Most schools with condom availability 
programs are located in Los Angeles and New York City because of these cities’ 
mandates on condom availability. Condom availability programs have used a 
variety of mechanisms for distributing condoms in schools (Stryker et al., 1994; 
Advocates for Youth, 1995; Kirby and Brown, 1996). Many schools provide 
condoms through school health professionals, teachers, principals, or 
counselors. In only a small percentage of cases are condoms provided in bowls 
and baskets (5 percent) or through vending machines (3 percent) (Kirby and 
Brown, 1996). In 81 percent of schools with programs, some type of parental 
consent (active or passive) is required for student participation. Approximately 
half of schools that make condoms available require education and counseling 
before condoms are provided; students are commonly informed regarding use of 
condoms and that not having sex is the best protection against STDs. An 
analysis of utilization of condom availability programs showed that students in 
alternative schools, smaller schools, schools that made condoms available 
through bowls and baskets, and schools with health clinics obtained more 
condoms per person per year than did students in other schools (Kirby and 
Brown, 1996). 

There are only limited data on the effectiveness of condom availability 
programs in schools to increase protective sexual behaviors and decrease STD 
rates, since these programs are relatively few and newly established (Kirby, 
1993; Stryker et al., 1994). In addition, many condom availability programs 
were not designed to measure program effectiveness (Stryker et al., 1994). One 
study, however, estimated that an additional 6 to 13 percent of students would 
have had sexual intercourse without protection if their school had not provided 
contraceptives (Kirby et al., 1991). Preliminary data from the evaluation of the 
New York City program indicate that girls considered embarrassment and 
confidentiality concerns as main barriers to using the program (Guttmacher et 
al., 1995a). After implementation of condom availability programs in New 
York City high schools, 69 percent of parents surveyed supported condom 
availability for their children in school; 85 percent believed that providing 
condoms to students would either have no effect on, or would decrease the 
frequency of, sexual activity among the students; and 75 percent believed that 
providing condoms would result in students practicing safer sex (Guttmacher et 
al., 1995b). 

There seems to be wide public support for school condom availability 
programs. A 1991 survey showed that 74 percent of adults surveyed favored 
condom availability in high school and 47 percent favored availability in junior 
high schools (The Roper Organization, 1991). Among Denver high school 
students, 85 percent believed that condoms should be provided in their school 
and 76 percent believed that having access to condoms would not affect the 
frequency of sexual activity among students (Fanburg et al., 1995). In New 
York City public high schools where passive parental permission is required for 
participation, fewer than 2 percent of parents have submitted written denials of 
participation for their children (Guttmacher et al., 1995b). Health care provider 
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strongly endorsed condom availability for adolescents through schools (AAP, 
Committee on Adolescence, 1995; AMA, 1996). 

Condom availability in schools is an emotionally and politically charged 
issue. Some of the other the major issues associated with condom availability 
programs are related to parental consent, funding of condom purchases, staffing 
and counseling, and legal liability. Opponents of condom availability in schools 
believe that providing or promoting condoms to adolescents hastens the onset of 
sexual intercourse, increases sexual activity, and violates parental autonomy in 
this area. There is no evidence, however, that condom availability or promotion 
programs increase sexual activity (Kirby, 1994). A study of three school-based 
clinics that provided contraceptives showed that students in these schools did 
not initiate sexual intercourse earlier or have intercourse more frequently 
compared to students in schools without such programs (Kirby et al., 1991). 
Another study of a high school condom availability program found that the 
benefit of the program in protecting a sexually active student against STDs and 
pregnancy was more than three times greater than the risk of encouraging a 
nonsexually active student to have intercourse (Wolk and Rosenbaum, 1995). In 
addition, a study of a community-based condom promotion and distribution 
program among Latino adolescents compared rates of sexual activity in the 
intervention city with a comparable city without such an intervention (Sellers et 
al., 1994). Researchers found that, compared to their counterparts in the control 
city, male adolescents in the intervention city were significantly less likely to 
initiate sexual intercourse, and female adolescents in the intervention city were 
significantly less likely to have multiple partners. There were no significant 
differences in the onset of sexual activity for female adolescents, multiple 
partnership among male adolescents, or the frequency of sex for male or female 
adolescents in the two cities. 

The funding of condom availability programs can be as contentious as the 
programs themselves. Schools and local health departments are increasingly 
under budgetary constraints, and there are several concerns regarding the use of 
federal funds for these programs (Brindis, 1993). An examination of major 
condom availability programs in several cities demonstrates that a mix of 
funding sources, including public and private funds, is necessary to sustain 
these programs (Brindis, 1993; Stryker et al., 1994). A series of focus group 
discussions with school superintendents and board members in 1992 revealed 
that, although they may be supportive of condom availability programs under 
certain conditions, school officials were unlikely to be leaders in initiating 
condom availability programs (Greene, 1993). 

School condom availability programs in Falmouth (Massachusetts), New 
York City, and Philadelphia have been challenged in the courts (Mahler, 1996). 
Program opponents have generally argued that such programs violate parental 
and religious rights. In January 1996, however, the U.S. Supreme Court 
declined to review Curtis v. School Committee of Falmouth. In this case, the 
Massachusetts Supreme Judicial Court upheld the school district's program that 
allowed 
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students in grades 7-12 access to condoms on request without a procedure for 
parents to refuse participation on behalf of their children (Mahler, 1996). 


Mass Media Interventions 


An important community-based approach to reducing STDs is to use mass 
media to disseminate information and promote specific behavior changes. There 
is compelling evidence that properly designed mass media campaigns can have 
beneficial effects on health behaviors. Flay (1987) reviewed 40 mass media 
programs focused on smoking and concluded that information and motivation 
programs generally produced positive changes in awareness, knowledge, and 
attitudes. Extensive national campaigns also produced meaningful behavior 
change. In many ways, changing knowledge and attitudes regarding smoking is 
less difficult than for STDs. Yet, because there is widespread lack of awareness 
and information regarding STDs, it is possible that national campaigns would 
have a greater impact on STDs compared to well-recognized issues such as 
smoking. 

A recent review of HIV prevention mass media campaigns (Flora et al., 
1995) concluded that, with the exception of campaigns in Australia and Britain, 
most of the campaigns that were intended to increase knowledge were 
successful (Appendix E). The results were mixed with respect to attitude 
change. Programs designed to change behaviors were largely successful. One 
prominent example is a Swiss multimedia campaign to promote condom use 
among adolescents and young adults that has significantly increased condom 
use among these groups (Wasserfallen et al., 1993). In addition, this campaign, 
which incorporated explicit messages regarding sexuality, did not result in 
increased sexual activity among young people. Authors of studies in Italy and 
Zaire have attributed reductions in HIV infection rates to mass media 
campaigns (Flora et al., 1995). As mentioned previously, perceived risk is an 
essential element in almost all models of behavioral risk reduction. The only 
studies to examine the impact of media campaigns on perceived risk were done 
in Brazil, France, and the Philippines, and the campaigns were deemed 
successful (Flora et al., 1995). 


Other Methods 


Effective interventions are available to prevent exposure to and reduce 
transmission of STDs. Biomedical methods, such as vaccines and antibiotic 
therapy, require education of, access to, and compliance among individuals. 
Similarly, condom use requires behavioral modification to utilize the 
intervention appropriately. Partner notification and treatment clearly has both 
behavioral and technical components. Thus, the technical expertise provides 
methods for intervening in the transmission of STDs, but utilizing the 
technology requires applying clinical and behavioral interventions concurrently. 
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Prophylaxis 

An important method of preventing acquisition of an STD is to protect 
persons who have been exposed. Antimicrobial therapy is frequently 
administered to individuals exposed to bacterial infections. Currently, the only 
effective vaccine available for prevention of an STD is hepatitis B vaccine. 
Vaccines for herpes simplex virus are in clinical trials, and vaccines for other 
STDs are in various stages of development (NIH, 1996). 

Although an effective vaccine against hepatitis B virus infection has been 
available for over a decade, the vaccine's impact has been small because the 
initial vaccination strategy of selective vaccination of persons with identifiable 
risk factors was not successful (CDC, 1991b). The Advisory Committee on 
Immunization Practice (ACIP) recommended in 1991 that hepatitis B vaccine 
become a routine childhood immunization to protect against later exposures in 
adolescence or adulthood (CDC, 1991b). Immunization of certain adults, 
including men who have sex with men and heterosexual persons at high risk for 
STDs, was also recommended. In 1994, the advisory committee further 
recommended vaccination of all 11-12-year-old children who had not been 
previously vaccinated as part of a routine adolescent immunization visit (CDC, 
1995b). Current data on hepatitis B vaccination coverage of persons in high-risk 
groups, including sexually active adolescents and men who have sex with men, 
are limited, but vaccination coverage is considered to be low (CDC, 1996c; 
Frank Mahoney, CDC, Hepatitis Branch, personal communication, July 1996). 
In a recent study, only 3 percent of young men who have sex with men in the 
San Francisco area were adequately vaccinated against hepatitis B virus (CDC, 
1996c). Reasons for inadequate vaccination of adolescents and men who have 
sex with men include lack of awareness among clinicians of groups at high risk 
for hepatitis B virus infection and lack of clinical opportunities to provide 
immunization, especially for adolescents (CDC, 1991b). 

Hepatitis B vaccination of adolescents has been successfully implemented 
in school-based clinics, primary care clinics, and other clinical settings (CDC, 
1994b; Kollar et al., 1994). Initiatives to administer hepatitis B vaccine to STD 
clinic patients show that such programs are feasible, although completion of all 
three vaccine doses is sometimes problematic (Moran et al., 1992; Lafferty et 
al., 1995). Since 1994, hepatitis B vaccine has been accessible free of charge 
under the Vaccines for Children program for children less than 19 years of age 
at high risk for hepatitis B virus infection, including adolescents seen in STD 
clinics and correctional facilities (CDC, 1994a). To be eligible for the program, 
children must be enrolled in Medicaid, have no health insurance, be an 
American Indian/Alaska Native, or have health insurance that does not cover 
hepatitis B immunization. Outside of limited federal demonstration projects, 
there are no major programs or public funds to increase vaccination of adults at 
high risk for sexually transmitted hepatitis B virus infection. Frequency of 
coverage for adult hepatitis 
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B immunization among private health plans is unclear but is considered to be 
low (Eric Mast, CDC, Hepatitis Branch, personal communication, October 
1996). 

A recent economic analysis of various immunization strategies to prevent 
hepatitis B showed that perinatal prevention (screening of pregnant women and 
prophylaxis of infants) and routine infant immunization would reduce the 4.8 
percent lifetime risk of hepatitis B virus infection by at least 68 percent, 
compared with a 45 percent reduction of lifetime risk for adolescent vaccination 
(Margolis et al., 1995). The authors concluded that adolescent vaccination of 
those who were not currently immunized should be considered part of a national 
strategy against hepatitis B virus infection. 


Condoms 


With the exception of not having sexual intercourse with an infected 
partner, using a new latex condom during every act of sexual intercourse is 
currently the most effective method of preventing exposure to STDs (CDC, 
1993b). When used correctly and consistently (during every act of intercourse), 
condoms are highly effectively against bacterial and viral STDs including HIV 
infection (Cates and Stone, 1992; Roper et al., 1993; Weller, 1993). Several 
studies that have followed "discordant" partners show that consistent condom 
use significantly reduces the transmission of STDs including HIV infection 
(Laurian et al., 1989; European Study Group on Heterosexual Transmission of 
HIV, 1992). 

Failure to use a condom correctly and consistently, rather than potential 
defects of the condom itself, is considered to be the major barrier to condom 
effectiveness (Cates and Stone, 1992; CDC, 1993b). Many incidents of condom 
breakage and leakage are associated with improper handling or inappropriate 
use of lubricants. 

Data show that condom use has increased in the United States in the last 
few decades (DeBuono et al., 1990; Pleck et al., 1993; Peterson, 1995). Data 
from the National Survey of Family Growth show that, among women who had 
their first intercourse premaritally at 15-19 years of age, the proportion who 
used a condom at first intercourse rose from 28 percent during 1980-1982 to 55 
percent during June 1988-November 1990 (Peterson, 1995). In addition, data 
from the CDC's Youth Risk Behavior Surveillance System show that, from 
1990 through 1993, the proportion of high school students who reported using 
condoms at last sexual intercourse increased significantly from 46.2 percent to 
52.8 percent (CDC, 1995a). Among unmarried sexually experienced women of 
reproductive age, approximately 30 percent reported using a condom for disease 
prevention every time or most times that they have intercourse (Anderson et al., 
1996). 

Although the first female condom was introduced in the 1920s, the 
polyurethane female condom has only recently been approved for use in the 
United States and represents an important alternative to the male condom 
(CDC, 1993b; IOM, 1996). A major advantage of the female condom is the 
greater control that 
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women have over its use compared to the male condom. Other advantages 
include insertion before intercourse, it protects a greater area of the vagina, and 
it is less likely to break than the male condom (Gollub and Stein, 1993). The 
female condom is an effective mechanical barrier to viruses including HIV 
(CDC, 1993b). The Food and Drug Administration has recently approved 
labeling for the female condom to reflect annual pregnancy protection failure 
rates of 21 percent for "typical use" (the product is used inconsistently or 
incorrectly) and 5 percent for "perfect use" (the product is used consistently and 
correctly every time).> These data are consistent with results of a multisite study 
that found a six-month 2.6 percent unintended pregnancy rate (and no STDs) 
for U.S. women who used the female polyurethane condom consistently and 
correctly (Farr et al., 1994). Although a percentage of women in this study 
reported liking the female condom, there is insufficient experience with the 
female condom to determine its long-term acceptability (IOM, 1996). Potential 
disadvantages of the female condom include its relatively high costs, its 
appearance, and its acceptance by women (Gollub and Stein, 1993). The female 
condom represents one of the few female-controlled contraceptive methods that 
are effective against STDs. Many factors may influence individual behavior 
related to condom use. Understanding the impact of these individual factors is 
important in effectively promoting condom use as a measure to prevent STDs. 
Although studies on condom use behavior have increased in the last decade, 
many of the determinants of correct and consistent condom use have not been 
adequately examined (Roper et al., 1993). 

Adolescence. Behavioral factors that influence condom use among 
adolescents include sufficient knowledge and skills, perceptions of condoms, 
ability to communicate with partners, and perception of condom use by peers 
(Brown et al., 1992; Orr and Langefeld, 1993; AAP, Committee on 
Adolescence, 1995). Other major factors that influence whether condoms are 
used by adolescents include access, availability, confidentiality, and cost (Kirby 
et al., 1994; AAP, Committee on Adolescence, 1995). Magura and others 
(1994) found that male adolescents of certain ethnic groups in the juvenile 
justice system were more likely to report using condoms if condoms were 
accessible. A sample of college males reported that not having condoms 
available was a major factor in their lack of condom use (Franzini and Sideman, 
1994). The importance of ready access to condoms was underscored by another 
study that found that adolescents who carry condoms are almost three times 
more likely to use a condom during sexual 


5 These failure rates may differ from those cited in package inserts of some earlier lots 
of female condoms. The original labeling indicated an annual pregnancy protection 
failure rate of 26 percent for "typical use" (a range of 21 to 26 percent is also cited) and 
did not give an estimate for "perfect use." The newer estimates reflect the Food and Drug 
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intercourse compared to other adolescents (Hingson et al., 1990). 
Embarrassment in obtaining and using condoms is also an important factor that 
may discourage their use (Hingson et al., 1990). In a sample of female 
adolescents who were pregnant or who already had a child, Koniak-Griffin and 
colleagues (1994) found that poor condom use was associated with greater 
embarrassment. 

Age. Condom use among men declines with age. For example, data show 
that the rate of reported condom use at last intercourse steadily declined with 
increasing age from 39 percent of men 20-25 years old to 17 percent of men 
35-39 years old in 1991 (Pleck et al., 1993). In 1992, 28 percent of adults 18-24 
years of age surveyed reported using a condom at last intercourse compared to 
19 percent of adults 30-34 years of age and 12 percent of adults 40-44 years of 
age (Laumann et al., 1994). These data may reflect the tendency to rely on 
contraceptive methods other than condoms as men grow older, establish long- 
term relationships, and depend more on female-controlled contraceptives such 
as oral contraceptives and sterilization (Landry and Camelo, 1994). Age also 
seems to be associated with the comfort level of persons in negotiating condom 
use with partners. For example, a national survey revealed that 69 percent of 
women 18-24 felt "very comfortable" in asking a new partner to use a condom 
compared to 55 percent of women 25-34 and 40 percent of women 35-44 years 
(EDK Associates, 1994). 

Educational Level, Race, and Gender. Men with higher levels of education 
report higher rates of condom use compared to less educated men (Tanfer et al., 
1993), but studies have failed to show that socioeconomic status is 
independently associated with condom use (Pleck et al., 1991; Ku et al., 1992). 
African American women are almost twice as likely to use condoms compared 
to women of other races (Anderson et al., 1996). In addition, African American 
men are more likely to have used condoms during their last episode of 
intercourse compared to either European American or Hispanic men (Laumann 
et al., 1994). The rate of condom use at first intercourse for African Americans, 
however, is lower than that for European American men independent of age at 
initial intercourse (Ku et al., 1993). Women generally report slightly lower rates 
of condom use at last intercourse compared to men. In 1992, 18 percent of men 
and 15 percent of women reported such use (Laumann et al., 1994). 

Ability to Negotiate Use. Even if the individual has a condom, negotiating 
its use with one's partner may be difficult. Condom use may be particularly 
difficult in a romantic relationship. For a woman, asking a partner to use a 
condom (or for a man, using one himself) may convey a lack of trust in the 
partner. Women may fear that their partner will react angrily to the suggestion. 
Marin and colleagues (1993) found that Hispanic women's fear of an angry 
response by their partners to a request to use condoms predicted their reported 
use of condoms. In some cultures, suggestions about condom use may prompt 
male partners to view the 


EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:56 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


r 


ight_law 
eat abe 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


AGAAMiB > FESeMtatib Tah th Ee HieAaM AAR Sst MECH CR ch ABwsacr HBHPCUEMME THESE Ce coe dhe eH LB OrignreMt Jabersssaebt trom the 


fo BPE 


About tev Bight 9/d 997 piNatlonaly 
original Rod SH ng feet Jpabhy 


PREVENTION OF STDS 149 


woman as "loose" (Mays and Cochran, 1988). Sexual communication between 
partners has been found to be an important determinant of condom use (Catania 
et al., 1992). In addition, studies have found that college students tended to use 
condoms in casual relationships, but when they became more committed and 
developed trust in the relationship, they stopped using them (Pilkington et al., 
1994; Lear, 1995). 

Perceptions of Condoms. Several studies show that persons who believe 
that condoms require interrupting the act of intercourse and that they reduce 
sexual pleasure are less likely to use condoms compared to those who did not 
have such beliefs (Wulfert and Wan, 1993; Norris and Ford, 1994; Ramos et al., 
1995). In one study, adolescents who believed that condoms did not reduce 
sexual pleasure were more than three times as likely to use condoms compared 
to other adolescents (Hingson et al., 1990). In another study, men who felt that 
condoms would be uncomfortable or painful to use were less likely to intend to 
use them (Kegeles et al., 1989) Among unmarried women, favorable 
perceptions of the effectiveness of condoms strongly predict condom use 
(Anderson et al., 1996). 

Competing Concerns. Concerns that compete with protective behaviors are 
important determinants of condom use. Disenfranchised and poor persons in 
particular may have more immediate survival concerns, such as obtaining 
money for food and shelter, that may hinder the implementation of protective 
health behaviors (Mays and Cochran, 1988; Donovan, 1996). In addition, if one 
or both partners wish to conceive, the desire for pregnancy may undermine 
conscientious use of condoms (Adler and Tschann, 1993). The impact of other 
contraceptive use on condom use is discussed in the following section. 


Other Contraceptives and Dual Protection 


Among sexually active women 15-44 years of age at risk of unintended 
pregnancy, 12 percent do not use a method of contraception (Peterson, 1995). 
As reflected in the high rates of unintended pregnancy in the United States, it is 
clear that many persons are not using contraceptives consistently or correctly 
(IOM, 1995). Among women who use contraception, the most common 
methods are female sterilization, oral contraceptives, and the condom. Barriers 
to contraceptive access include the cost of contraceptives, inadequate coverage 
of contraceptives by health insurance plans, and inadequate training and skills 
of some health care professionals in providing contraceptive services (IOM, 
1995). These problems are particularly difficult for adolescents. 

Women who rely on sterilization, oral contraceptives, or another method 
for protecting against pregnancy are less likely to use condoms compared to 
other women. For example, studies show that women who have been surgically 
sterilized are less likely to report condom use (CDC, 1992a, b). Women who 
used oral 
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contraceptives, had been pregnant, were surgically sterilized, wanted future 
births, or were older were less likely to use condoms for disease prevention than 
other women (Anderson et al., 1996; Santelli et al., 1996). 

The effectiveness of various contraceptives against STDs (including HIV 
infection) and pregnancy is summarized in Table 4-1. Of the methods listed, 
condoms are the most protective method against STDs, including HIV 
infection, but are not the most effective pregnancy-prevention method. In 
contrast, surgical sterilization is most effective against pregnancy but confers no 
protection against STDs. Spermicides, such as nonoxynol-9, are effective 
against most STDs in vitro (Cates and Stone, 1992) and have been found to be 
partially effective against gonorrhea and chlamydial infection in clinical trials 
(Louv et al., 1988). Epidemiological and biological studies, however, have 
indicated that excessive use of nonoxynol-9 may irritate the vaginal lining, thus 
potentially facilitating HIV infection (Cates et al., 1992). There has been some 
debate about how women should be counseled regarding the relative 
effectiveness of condoms, diaphragms, and spermicides. Some believe that 
women should be counseled that both condoms and spermicides are effective 
against STDs (Rosenberg and Gollub, 1992; Stein, 1992). However, most 
believe that the effectiveness of spermicides against STDs other than gonorrhea 
and chlamydial infection is uncertain and that condoms should remain the 
primary recommended strategy for STDs including HIV infection (Cates et al., 
1992). Hormonal contraceptives may actually increase the risk for cervical 
infections, but their effects on STD transmission and sequelae remain unclear 
(Cates and Stone, 1992). The IUD seems to increase the risk for STDs, 
especially around the time of insertion (Cates and Stone, 1992). 

No single method of preventing STDs or pregnancy confers the maximum 
level of protection for both conditions (Cates and Stone, 1992). Use of dual 
protection—that is, one to protect against STDs and another to protect against 
pregnancy—is especially important for women. Women who use a 
contraceptive other than a condom are not fully protected against STDs. To 
obtain maximum protection against STDs and pregnancy, a condom (male or 
female) should be used with another effective contraceptive. There seems to be 
public interest in simultaneous protection against STDs and pregnancy, and 
dual use of contraceptives has increased (IOM, 1995). However, it is not clear 
how well the public understands the need for dual protection against STDs and 
pregnancy. 

As mentioned in Chapters 2 and 3, women are more vulnerable to STDs 
than men. Additional contraceptive methods that are female-controlled and 
effective against all STDs need to be developed (Cates et al., 1992; Rosenberg 
and Gollub, 1992; Stein, 1992). In particular, topical microbicides that are 
effective against HIV and other STDs but do not impair a woman's ability to 
become pregnant would be an important female-controlled method for STD 
prevention (Elias and Heise, 1994). Another IOM committee has identified the 
development of chemical or physical barriers to conception and to transmission 
of STDs as a major priority in a research agenda focused on women (IOM, 


1996). Currently, researchers 
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are attempting to develop methods of protection that are not harmful to 
beneficial microbes and the lining of the lower reproductive tract (unlike 
nonoxynol-9) but are active against pathogenic organisms (IOM, 1996). 


Partner Notification and Treatment 


Partner notification has been a component of STD programs in the United 
States for many years (Rothenberg and Potterat, 1990). Championed by 
Surgeon General Thomas Parran at the first National Conference on Venereal 
Disease Control in 1936, it became an integral component of efforts against 
syphilis in this country after penicillin became widely available in the 1940s 
(Brandt, 1985). STD patient interviews followed by partner notification were 
considered to be the cornerstones of the early federal efforts against syphilis 
implemented by the Venereal Disease Branch at the National Communicable 
Disease Center, now known as the CDC. Partner notification has continued to 
be supported through current federally funded STD programs. 

Because the incubation period for early syphilis is long (an average of 
three weeks, but anywhere from 10 to 90 days from exposure to onset of 
symptoms), partner notification could break the "chain of transmission" not 
only by identifying "source" cases of illness and partners with clinical or 
serologic evidence of disease, but also by identifying and treating partners 
exposed to syphilis. By providing treatment to exposed but asymptomatic 
partners, a potential case could be prevented by treatment of "incubating" 
syphilis. 

When the syphilis model was expanded to include the referral of partners 
exposed to gonorrhea (Potterat et al., 1989; Alary et al., 1991; CDC, DSTD/ 
HIVP, 1992) and chlamydial infection (Katz et al., 1988; Alary et al., 1991), the 
rationale for partner notification had to be modified, since the incubation 
periods are shorter for gonorrhea (usually a week or less) and chlamydial 
infection (one to two weeks). Therefore, therapy of partners with incubating 
infections was not possible; instead, emphasis was placed on_ locating 
asymptomatic infected female partners of symptomatic men and on providing 
early treatment to prevent complications (CDC, DSTD/HIVP, 1992). 

Identification of partners exposed to treatable bacterial STDs makes 
intuitive sense as an STD prevention strategy. "Source" cases—those exposing 
others to an STD—require treatment to break the chain of transmission. 
Partners who have been exposed to an already infected and infectious individual 
are at greatest risk for developing STD infection themselves. Treatment of 
infected or exposed partners will not only cure or prevent the infection (as in the 
case of incubating syphilis) but will both prevent STD transmission to future 
partners and directly benefit the exposed individual by preventing 
complications of untreated infection. Partner notification followed by partner 
treatment, therefore, is considered to be a strategy that benefits the individual 
index patient, his or her partner, and the community as a whole. 
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Evaluation of STDs in men generally requires less time and less equipment 
and is easier to perform (a pelvic examination is not required) than in women. 
Nonetheless, for a number of reasons, clinicians, especially those who primarily 
treat women, often do not routinely examine and treat male sex partners of 
women found to have STDs. In some instances, clinicians do not counsel 
women regarding the importance of partner treatment. In other instances, 
women with STDs are given medications to give to their partners. This latter 
practice, although widespread, is of unproven benefit and is the subject of a 
recently initiated multi-center study conducted by the CDC. When utilized, this 
approach has several disadvantages for preventing STDs including the small but 
real risk of adverse drug reactions in unseen "patients," the inability to screen 
the partner for other STDs, and the lack of opportunity to examine and counsel 
the partner. 

Techniques in Partner Notification. The method and intensity of partner 
outreach activities traditionally have varied according to the clinical setting. In 
dedicated public STD clinics, emphasis has been placed on the activities of 
trained program staff, commonly called "disease intervention specialists," to 
interview STD patients and identify names and the whereabouts of partners.° 
The role of these "disease intervention specialists" will be discussed in detail in 
Chapter 5. Originally called "contact tracing" and now referred to as "provider 
referral," this method of partner notification relies on intensive interviews with 
patients about their sexual histories and partners, followed by active outreach by 
public health staff to identify and locate partners to ensure that they are 
examined and treated. Although labor intensive and costly, provider referral is 
still carried out within most public health programs for syphilis and selected 
other STDs (Rothenberg and Potterat, in press). 

Any efforts by patients to notify their own partners about STD exposure 
without assistance from public health staff is called "patient referral." STD 
programs and staff have emphasized provider referral as the notification method 
of choice, especially for syphilis and to a lesser extent for other bacterial STDs 
identified in STD clinics, since the benefits of ensuring that partners receive 
preventive treatment have been thought to outweigh the substantial costs in staff 
time. Few efforts have been made to identify partners of individuals with other 
viral STDs such as herpes simplex or hepatitis B virus (Munday et al., 1983). The 


6 The term "disease intervention specialist" is commonly used to refer to a 
nonphysician health professional who is involved with educating and counseling persons 
with STDs and has responsibility for partner notification activities. A "disease 
intervention specialist" may be a federal, state, or local government employee. 
Sometimes this term is confused with the term "public health advisor" which comes from 
a CDC job series title. A "public health advisor" is a nonphysician CDC staff member 
assigned to state or local health departments in STD prevention and other areas. This 
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cost of carrying out provider referral is significantly higher than that for patient 
referral (Oxman et al., 1994). 

Partner notification performed for patients seen outside of the STD clinic 
setting has never been well developed or documented. Although disease 
intervention specialists make intensive efforts to identify partners of syphilis 
patients seen in public STD clinics and in private practice and to follow up on 
positive tests reported by laboratories, little effort is generally made to support 
partner notification for patients treated for gonorrhea or chlamydial infection in 
private health care settings such as physician offices and hospital emergency 
rooms (Toomey, 1990). Little is known about the practices of private providers 
regarding partner follow-up, and no systematic national efforts have been made 
to educate private sector providers regarding the importance of partner 
treatment as an essential component of STD-related care. 

When the provider referral model was applied to HIV prevention and 
AIDS, other concerns about partner notification emerged (Potterat et al., 1989; 
Toomey and Cates, 1989; Giesecke et al., 1991; Bayer and Toomey, 1992; 
Rothenberg and Potterat, in press). The long asymptomatic incubation period 
for HIV infection makes partner follow-up difficult (Rutherford et al., 1991), 
and curative therapies are not available. Exposed partners who are identified 
and not yet infected can benefit substantially from risk-reduction counseling to 
change behavior, thereby potentially preventing future HIV infection among at- 
risk partners. HIV-infected persons benefit from early intervention since 
retroviral therapy and prophylaxis against opportunistic infections are beneficial 
when utilized appropriately. 

Although confidentiality has been ensured with provider referral for STDs, 
concern about the scope and limits of confidentiality—as well as doubt about 
the relevance and potential efficacy of partner notification in preventing any 
STD—have emerged. As the debate regarding partner notification intensified, 
some public health leaders questioned the value of any provider referral 
activities (Bayer and Toomey, 1992). 

Effectiveness of Partner Notification. Temporal trends suggest that partner 
notification contributed to the reduction of syphilis and congenital syphilis after 
the program was widely implemented in the 1950s (Baumgartner et al., 1962). 
In addition, published reports have documented the effectiveness of partner 
notification strategies in controlling focal outbreaks of gonorrhea and chancroid 
(Handsfield et al., 1982, 1989; Blackmore et al., 1985; Zenilman et al., 1988) 
and in targeting intervention for specific high-risk populations (Yorke et al., 
1978; Phillips et al., 1980). In some countries, such as Sweden, partner 
notification for gonorrhea, syphilis, and chlamydial infection has been highly 
effective (Ramstedt et al., 1991). The effectiveness of partner notification 
strategies for STD prevention, however, has not been rigorously evaluated in 
terms of STD incidence or prevalence in the population at large or rates of 
reinfection among index patients. 
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Instead, STD programs emphasize "yields" from interviews and volume of 
activity as indirect programmatic indicators of efficacy (CDC, DSTD/HIVP, 
1992; Rothenberg and Potterat, in press). 

Recent studies suggest that provider referral for STDs, as it is currently 
performed by disease intervention specialists, is not working effectively. In 
many programs, fewer than one partner can be found per index patient, although 
index patients often report having many partners during the interview period 
(Gunn et al., 1995). A number of factors may contribute to the diminishing 
utility of provider referral as traditionally carried out in public STD clinics. 
Concerns about the safety of the interviewers working in high-crime 
communities, as well as concerns about the cultural sensitivity of the STD 
interviewers, continue to be raised by both supporters and critics of the process. 

Crack cocaine use and the exchange of sex for drugs have emerged as 
major risk factors in recent epidemics of syphilis (Marx et al., 1991), other 
STDs (Schwarcz et al., 1992), and HIV infection (Edlin et al., 1994). The large 
number of often anonymous partners involved in sex-for-drug activities have 
reduced the efficacy of traditional patient interviewing to identify partners, to 
the point that many have questioned the continued utility of provider referral in 
these populations (Andrus et al., 1990; Oxman and Doyle, 1996). Implementing 
alternative case-finding methods (CDC, 1991la; Engelgau et al., 1995) and 
refocusing partner outreach toward communities and social networks (Klovdahl 
et al., 1994; Trotter et al., 1995; Gunn et al., 1995; Rothenberg and Narramore, 
1996), rather than traditional partner identification, have been suggested as 
more effective strategies for reaching high-risk individuals for intervention and 
prevention activities (Rothenberg and Potterat, in press). 

Research evidence concerning the effectiveness of partner notification is 
sparse at best. Oxman and others (1994) recently reviewed published studies in 
this area and found the following: 


1. simple forms of assistance for improving patient referral, such as 
telephone calls, can be effective; 

2. provider referral results in more partners being notified than does patient 
referral for HIV infection; 

3. evidence supporting provider referral as being more effective than patient 
referral for syphilis is weak; 

4. evidence is inconsistent regarding the effectiveness of health care 
professional referral compared with patient referral for gonorrhea and 
chlamydial infection; and 

5. there is only weak evidence to support the notion that trained interviewers 
are more effective than regular health care professionals at identifying 
partners, and there is no evidence that this slightly increased effectiveness 
has any practical importance for STD prevention. 
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Screening 


Screening programs for many STDs are cost-effective and, sometimes, 
cost-saving (Handsfield et al., 1986; Arevalo and Washington, 1988; 
Trachtenberg et al., 1988; Randolph and Washington, 1990; Britton et al., 1992; 
Hillis, Nakashima, et al., 1995; Scholes et al., 1996). For example, using a 
decision model, Trachtenberg and colleagues (1988) estimated net savings of 
more than $60 million (in 1986 dollars) over the first five years of a California 
statewide chlamydial-screening program for asymptomatic women in family 
planning clinics. The CDC estimates that approximately $12 in costs associated 
with the complications of chlamydial and gonococcal infection could be saved 
for every $1 spent on early detection and treatment (CDC, DSTD/HIVP, 1995). 

There are many examples of successful comprehensive screening 
programs. The Wisconsin chlamydial prevention program is a comprehensive 
program supported by state funding that includes public-private collaborations, 
screening in family planning and STD clinics, low-cost laboratory services, 
integrated information systems, and evaluation of program effectiveness 
(Addiss et al., 1994; Hillis, Nakashima, et al., 1995). In Wisconsin, substantial 
declines in the prevalence and incidence of chlamydial infections were observed 
statewide after the implementation of selective chlamydial screening in family 
planning clinics and universal screening in large STD clinics, in conjunction 
with other statewide interventions. Rates of positive laboratory tests for 
chlamydial, hospitalization for pelvic inflammatory disease, and ectopic 
pregnancy also declined. In addition, an Indianapolis chlamydial program that 
included screening demonstrated a 63 percent decrease in chlamydial infections 
among adolescent girls attending adolescent health clinics for the first time 
during the 8.75 years of the program (Katz et al., 1996). 

The success of a CDC and Office of Population Affairs initiative begun in 
1988 in Public Health Service Region X to reduce chlamydial rates led to the 
Preventive Health Amendments of 1992 that authorized federal funding for 
expansion of activities to prevent infertility associated with chlamydial and 
gonococcal infections. Appropriated funds of $12.2 million in fiscal year 1995 
have allowed the CDC to screen and treat at least half of at-risk women and 
their sex partners using family planning and STD clinics in 4 of 10 regions; to 
initiate screening and treatment services in the other 6 regions; and to 
implement research and evaluation activities at 5 sites (CDC, Division of STD 
Prevention, unpublished data, 1996). The CDC estimates that $175 million per 
year, including $90 million in public funding, is needed to fully implement a 
national chlamydial prevention program to screen and treat all female 
adolescents and women between 15 and 34 years of age (CDC, DSTD/HIVP, 
1995). 

In the primary care setting, screening and treating women at increased risk 
for asymptomatic chlamydial infection significantly reduces the rate of 
subsequent pelvic inflammatory disease (Scholes et al., 1996). The U.S. 
Preventive 
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Services Task Force (1996) recently recommended a group of screening 
activities for primary care clinicians based on the age of the patient and risk 
category. A summary of the task force's recommendations related to STD 
screening and counseling is presented in Appendix F. These clinical guidelines 
were developed after an extensive review of data, studies, and expert opinions. 
It is important to note that the task force recommendations were based on 
evidence of prevention effectiveness rather than on cost-effectiveness or other 
considerations. Recognizing the limited amount of time available to primary 
care clinicians during patient visits, the task force only recommended 
interventions that were shown to be effective by peer-reviewed studies. The 
intent is that clinicians would choose from the specific recommended 
interventions and tailor them to the health needs of the individual patient. The 
task force evaluated and made specific recommendations for the following 
diseases and conditions related to sexual intercourse: hepatitis B virus infection, 
syphilis, gonorrhea, HIV infection, chlamydial infection, genital herpes, 
cervical cancer, and unintended pregnancy. Several medical professional 
societies, other organizations, and government agencies have also published 
guidelines regarding screening for STDs (U.S. Preventive Services Task Force, 
1996). The recommendations of these organizations and agencies are very 
similar. For example, no major organizations recommend screening of the 
general population for chlamydial infection, genital herpes simplex virus, 
hepatitis B virus infection, or syphilis. The recommendations of these groups, 
however, often vary in the criteria recommended for selecting risk groups for 
screening. 

Not all STD screening programs are cost-effective. State laws requiring 
premarital and prenatal screening in order to prevent syphilis transmission date 
back to the 1930s and 1940s (Brandt, 1985). As a result of data showing that 
only approximately 1 percent of syphilis infections were detected by premarital 
screening, many states have repealed their premarital testing requirements 
(Felman, 1981). As of 1996, however, 15 states still require premarital syphilis 
testing as a requirement for marriage licenses (CDC, Division of STD 
Prevention, unpublished data, 1996). The number of previously undetected 
cases of syphilis identified through premarital testing is extremely low (Felman, 
1981; Haskell, 1984). In addition, studies show that premarital tests for syphilis 
or HIV infection are not cost-effective and have little public health impact 
(Haskell, 1984; Cleary et al., 1987; Peterson and White, 1990). In contrast, 
screening for syphilis during pregnancy has been shown to be cost-saving; the 
economic benefits of the national screening program in Norway were almost 
four times the program cost (Stray-Pederson, 1983). 

Inadequate resources and other considerations may preclude 
implementation of widespread screening protocols or other intervention 
programs. In such situations, methods for identifying individuals or groups at 
particularly high risk are helpful in targeting interventions and maximizing 
effectiveness (Stergachis et al., 1993). For example, a study of public STD 
clinics in Dade County, Florida, found that it is possible to identify persons at 


highest risk for STDs using routinely 

EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:56 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


r 


ight_law 
Gigat abe 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


AGAR FE SeMtatb ah th Ee HieAaN AAR Sst MECH CR cha saer HBHCUEMMEM THESE Ce aco dhe eH LB? OrighreMt JaberssSaebt trom the 


fo BPE 


About taeyBght 9/d 997 iNatlonaly 
original Rod SH ng ert Jpabhy 


PREVENTION OF STDS 157 


collected clinical data (Richert et al., 1993). Thirty-nine percent of those at 
highest risk for STDs were reinfected within a year compared to 7 percent of 
those at the lowest risk. 


REDUCING DURATION OF INFECTION 


In addition to effective interventions designed to prevent exposure and 
reduce the efficiency of disease transmission, effective interventions to reduce 
the duration of infection are currently available. Reducing duration of STDs can 
be accomplished primarily by ensuring early diagnosis and treatment of infected 
persons and by reducing barriers to diagnostic and treatment services. Reducing 
the duration of STDs among infected individuals is an effective method of 
preventing STDs in the population because reducing duration will reduce the 
period of time that an individual is infectious and, consequently, reduce the 
number of partners exposed to infection. In addition, early detection and 
treatment prevents complications of STDs in infected individuals. This is 
illustrated by the trials in Tanzania demonstrating that early detection and 
treatment reduces active syphilis and symptomatic urethritis (Mwijarubi et al., 
1996). In this section, the committee reviews the diagnostic tests available for 
STDs and the barriers to diagnosis and treatment. 


Early Diagnosis and Treatment 


Early, specific diagnosis and treatment of symptomatic and asymptomatic 
individuals will prevent further transmission of STDs to their partners. 
Currently available diagnostic and therapeutic technologies are adequate for 
containment or eradication of bacterial STDs in the United States. While 
improved diagnostic tests and more effective therapies would facilitate the task, 
the fact that countries such as Sweden have, for all practical purposes, 
eradicated endemic gonorrhea and syphilis indicates that bacterial STDs can be 
contained with current biomedical technologies. Diagnostic techniques are 
similarly effective for viral STDs; however, in general, curative therapeutic 
agents for viral STDs are not currently available. 


Diagnostic Tests for STDs 


Traditionally, diagnostic tests for STDs are used by clinicians to evaluate 
either persons who suspect they have an STD or sex partners of infected 
individuals. Appropriate diagnosis of an STD often requires multiple specific 
diagnostic tests because of the variety of STDs. Further complicating the 
diagnosis of STDs is the availability of several different diagnostic tests for 
each STD. No single test can be relied upon to provide timely (i.e., in less than 
30 minutes) and accurate diagnosis of symptomatic individuals while also being 
utilized for accurate detection 
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of asymptomatic persons in the context of screening. Unfortunately, many 
clinicians fail to appreciate that no single laboratory test is optimal for use in all 
settings. 

"Syndromic diagnosis," which utilizes the patient's history, results of 
physical examination, and rapid laboratory tests, can be utilized for the 
diagnosis of clinical syndromes. This allows appropriate treatment for infected 
individuals in a single visit. This approach is relatively inexpensive when 
compared to conducting specific laboratory testing. Unfortunately, syndromic 
diagnosis is not always specific even though, for many of the syndromes, only 
one or two STD pathogens are usually the cause. The major curable STD 
syndromes in adults include urethritis in males; vaginal discharge, cervicitis, 
and pelvic inflammatory disease in women; and genital ulcers in both men and 
women. In clinical practice in the United States, it is common to initiate 
syndromic treatment for urethritis in men and cervicitis and pelvic 
inflammatory disease in women (while results of laboratory testing are 
pending), using treatments effective against all of the common bacteria that can 
cause these syndromes. For genital ulcers and vaginal discharge, it is more 
common to perform rapid tests before initiating treatment. Since syndromic 
treatment, by definition, is used only for persons with symptoms or signs of a 
clinical syndrome, this approach is not useful in detecting mild or asymptomatic 
infection. It should also be noted that, like any diagnostic test, the predictive 
value and therefore diagnostic utility of syndromic diagnosis will vary with the 
prevalence of the disease being tested for in the population. In low-prevalence 
populations, construing all cervicitis or urethritis to represent an STD may 
result in a large number of false positive diagnoses, unnecessary treatment, and 
potential psychological distress. 

Laboratory testing for specific causative infectious agents is necessary for 
the detection of minimally symptomatic and asymptomatic individuals. There 
are STDs, such as gonorrhea, for which the antimicrobial resistance patterns of 
the pathogen are important. The isolation of the pathogen permits a 
determination of sensitivity or resistance to appropriate antibiotics. In addition, 
laboratory isolation of the pathogen allows specific testing for epidemiological 
purposes to track the spread of infection in a population. Although analyses of 
antimicrobial resistance patterns for STDs are seldom used to guide individual 
treatment, they are essential to develop community-based treatment guidelines. 
Unfortunately, some specific laboratory tests are often not available at clinical 
sites other than dedicated STD clinics and, even when available, the test results 
are often not available during the initial patient visit. In addition, the expense of 
these tests may limit their availability and utility. 

Specific laboratory tests often guide therapeutic decisions. Ideally, the test 
could distinguish between past and present infection. The adequacy of 
specimens collected and specimen transport conditions are important modifiers 
of test performance. For example, there may be nonpathogenic microorganisms 
present in some of the sites being sampled, and specimens must be managed to 
preserve the 
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integrity of the more labile organisms. For STDs, specimen collection 
procedures, such as a pelvic examination or obtaining a urethral swab, may be a 
disincentive for patients to seek testing or for providers to perform the test. 
Although diagnostic tests are available for each of the common STDs, they will 
not be appropriately utilized if the test is too expensive or limited in availability 
(Hitchcock et al., 1991). 


Culturing 


Culturing of the pathogen is a common laboratory test for specific 
diagnosis of many STDs. When available, organism-specific cultures are often 
the "gold standard" for etiologic diagnosis. However, recently available 
amplified nucleic acid detection tests, such as polymerase chain reaction (PCR) 
or ligase chain reaction (LCR), may soon displace culturing as these tests 
become more available and assessment of these tests is completed (Rumpianesi 
et al., 1996). The only bacterial STD that is very commonly diagnosed by 
culturing in North America is gonorrhea. The sensitivity of the culture 
technique is subject to conditions that affect pathogen viability, including 
transport time and conditions. The specificity is 100 percent with no false 
positive results except in cases of laboratory error. The medium for optimal 
culture diagnosis, however, may not be uniformly available. Currently, in the 
United States, nonamplified probe tests are probably performed almost as often 
as culture for the diagnosis of gonorrhea. 


Microscopy 


Results of microscopy are rapidly available and are of considerable 
importance in refining syndromic diagnoses. Sensitivity of this technique, 
however, varies with the pathogen suspected and the expertise of the 
microscopist. The preferred method for diagnosis of urethritis in men and 
vaginal discharge syndromes in women is the microscopic examination of 
materials. Because microscopy requires time, clinicians are discouraged from 
using it. Different stains and methodology are necessary for diagnosis of 
different STDs. Microscopic evaluation of Papanicolaou (Pap) stained smears 
of cervical specimens is a useful test for detection of malignant and 
premalignant cellular changes related to human papillomavirus infection. 


Antibody Detection Tests 


Currently, serological tests to detect antibodies against STDs are most 
often used for the diagnosis of syphilis, HIV infection, and viral hepatitis in 
North America. One of the advantages of serological testing is that multiple 
evaluations for different pathogens can be performed on a single serum 
specimen. The presence of antibody in a single serum, however, may not 
distinguish between previous 
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infection and existing infection. This is of particular importance if the disease 
has been appropriately treated in the past but the serological test remains 
positive. Potentially, serological testing can lead to false positive results if 
antibodies against an infection other than the one tested for produce a positive 
reaction in the assay. Serological tests are particularly useful for screening 
because they can be performed in large numbers by automation and by central 
laboratories that can process entire groups of sera at once. 


Antigen Detection Tests 


These tests use pathogen-specific antibodies to detect proteins, 
carbohydrates, or lipid-carbohydrates present on the surface of STD pathogens. 
They have been extensively used for the diagnosis of STDs such as hepatitis B 
virus infection, chlamydial infection, and genital herpes and are potentially very 
useful for syphilis. For example, a fluorescent antibody kit used fluorescein- 
labeled antichlamydia antibodies to stain specimens collected from the urethra 
or cervix and then visualize chlamydial organisms under a fluorescent 
microscope. An alternate approach is solid phase immunoassay and involves a 
variety of formats that have been widely used in STD diagnostics. These tests 
can be used to detect organisms than cannot be cultured (grown in the 
laboratory) or that are difficult to culture. Many have become relatively 
inexpensive, and some can be used for rapid diagnosis of STDs in the clinic. 
However, these tests, particularly the rapid tests, are generally less sensitive 
than culture tests (for the culturable organisms) or genomic detection tests, 
which are therefore beginning to replace the antigen detection tests and are 
described below. 


Tests Based on Genetic Markers 


There are two basic types of genetically based tests available. 
Nonamplified tests use a nucleic acid probe to detect the extremely small 
amount of an infectious organism's unique genetic sequence (nucleic acid) 
present in an infected person. In contrast, amplified tests first make many copies 
of an organism's genetic sequence, thereby magnifying the "signal" of the 
organism and enhancing the ease of detection. 

Since the late 1980s, the availability of nonamplified nucleic acid detection 
tests has significantly increased the availability of diagnostic testing for 
chlamydial infection and gonorrhea in North America. Currently, most specific 
diagnoses of chlamydial infections are accomplished using these methods. 
Compared to culture, nucleic acid probe tests are more practical for STD 
diagnosis in many settings because they are less expensive and because 
specimens do not need to be handled and transported under ideal conditions. On 
the other hand, these tests are usually less sensitive than culturing, especially for 
patients with small infectious burdens, such as asymptomatic patients. 
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Nucleic acid amplification tests, such as PCR and LCR, are increasingly 
being utilized for diagnosis of many infections and will likely be considered the 
standard for diagnosis of STDs in the future. Chlamydial, gonorrhea, and HIV 
diagnostic tests from one or more manufacturers are currently approved by the 
Food and Drug Administration. Prototype tests for the diagnosis of syphilis, 
genital herpes, human papillomavirus, trichomonas, and most other sexually 
transmitted pathogens are in various stages of development. Because these 
assays amplify genetic material from infectious organisms, their specificity can 
approach 100 percent if the proper genetic sequences are selected for the test; 
their sensitivity is a function of the amplification process. In certain situations, 
such as when tests are performed soon after therapy, false positive results may 
be a problem. Nucleic acid amplification tests have been as sensitive as culture 
for several STDs, and the detection of some pathogens such as chlamydial and 
herpes virus has been improved by these tests. The causative pathogens of 
human papillomavirus and syphilis cannot be cultured but can be detected using 
these sensitive techniques. In addition, the sensitivity of these tests has enabled 
clinicians to use more easily collected specimens for diagnosis, such as simple 
urine and vaginal swabs, rather than specimens obtained by more invasive 
sampling techniques. Lastly, the tests are not dependent on the presence of 
viable organisms in the specimen; therefore, handling and transport of 
specimens are relatively easy. 


Treatment for STDs 


The diagnosis of an STD should lead to either curative and/or preventive 
therapy for the infected individual. Although ideal therapy does not exist for 
many infections, highly effective antimicrobial therapy is available for all 
bacterial STDs as well as those caused by protozoa and ectoparasites (CDC, 
1993a). They are administered to eradicate infection and to prevent its 
complications. In contrast, drugs for viral STDs have largely been limited to 
alleviating symptoms because they cannot eradicate the organism. However, 
many viral STDs (e.g., HIV infection, genital herpes, hepatitis B virus 
infection) are increasingly being viewed as suppressible infections with new 
therapies. These treatments suppress viral replication and thereby reduce 
transmission and may be considered to be a viable approach for preventing 
STDs. 

Utilization of antimicrobial drugs is guided by both syndromic and 
etiologic diagnoses. The STD Treatment Guidelines published by the CDC 
provide the current standards for therapy of STDs (CDC, 1993a). A significant 
barrier to appropriate treatment is failure to comply with a full course of 
medication. To address this problem, effective single-dose therapy for several 
STDs (e.g., chancroid, gonorrhea, syphilis, trichomoniasis) has been available 
for some time, and single-does therapy for chlamydial infection has recently 
become available. These single-dose regimens have been shown to be as 
effective as multiple-dose regimens 
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(CDC, 1993a; Thorpe et al, 1996; Zenilman, 1996). Some single-dose 
therapies, however, are substantially more expensive than standard multiple- 
dose medications.’ 

Various clinical encounters for potential health problems other than STDs 
can provide a valuable opportunity for clinicians to evaluate and, if appropriate, 
treat persons for STDs. In particular, persons seeking health services for 
unintended pregnancy, contraception, or potential HIV infection are also at high 
risk for STDs. In addition, such encounters provide "teaching moments” where 
patients are more likely to be receptive to prevention messages (Bigelow et al., 
1986). Thus, examples of underutilized opportunities to both prevent and treat 
STDs are clinical encounters for family planning services, evaluation of an 
unintended pregnancy, and encounters for HIV testing and counseling. Newer 
technologies, such as noninvasive diagnostic tests for STDs, would make the 
evaluation of patients in the above clinical venues much more practical. 


Barriers to Diagnosis and Effective Treatment 


Although many useful diagnostic tests and effective drugs for STDs are 
available, they have not been successfully used on a national basis. Several 
major barriers prevent early diagnosis and treatment of infected persons. These 
include inadequate access to health care, lack of health-care-seeking behavior, 
inadequate training of health care providers, inadequate financial and physical 
access to laboratory tests, and geographic factors. 

Inadequate access to effective health care, as discussed in Chapter 3, is the 
major impediment to appropriate diagnosis and treatment of STDs, particularly 
because the young and certain ethnic and racial groups, who have the highest 
rates of STDs, are the least likely to have health insurance coverage. In the 
United States, diagnosis and treatment cannot occur without the direct 
assistance of a licensed health care provider. Factors that prevent persons from 
seeking health care for potential STDs, including lack of perception of risk, 
misinformation and lack of knowledge about STDs, and the social stigma of 
STDs, are mentioned in Chapter 3. Inadequate training of health care providers 
is a serious barrier to early diagnosis and treatment of STDs because it results in 
clinicians who are not aware of the scope of STDs and lack the clinical skills 
necessary for diagnosing and managing an STD. This issue is discussed further 
in Chapter 5. In addition, although newer laboratory tests hold much promise 
for improved screening and diagnosis, financial and physical accessibility to 
these tests presents a barrier to 


7 The CDC-negotiated price (only available to public STD clinics and family planning 
programs) for azithromycin, the single-dose therapy for chlamydial infection, is $9.50 
per dose, compared to approximately $2 (average cost to public STD clinics and family 

ERSG Puig spinggrartook fot enuilmpletosiosdo xyeyiotadeo( Cates AWalsh viGDICyERIVisiin of 
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clinician diagnosis. Expense is especially problematic in publicly sponsored 
facilities, and accessibility is also difficult in remote areas. 

Geographic factors also present challenges to diagnosis and treatment of 
STDs. Specifically, some regions of the United States and rural areas have to 
overcome unique obstacles in ensuring access to STD-related services. For 
example, states along the national borders may have difficulty in identifying 
and reaching partners because of language and cultural barriers. These regions 
may also have difficulty in ensuring effective treatment of STDs as people seek 
care on both sides of the border. In rural areas, low population density makes it 
difficult to ensure convenient access to STD-related services and to maintain a 
ready group of health care professionals who are adequately trained and 
available to provide such services, especially during outbreak situations. In 
anticipation of sporadic demands for services, some health departments have 
organized provider networks. 


CONCLUSIONS 


There are many behavioral interventions that have been shown to change 
health risk behaviors, including sexual behavior. There also are biomedical 
interventions that are highly effective. If these interventions could be widely 
implemented in a comprehensive fashion, they would likely have a substantial 
impact on the prevention of STDs. The three primary goals of both individual- 
and population-based interventions are to prevent exposure to an STD, prevent 
acquisition of infection once exposed, and prevent transmission of the infection 
to others. Given the variety of factors that influence the risk for STDs, it is clear 
that a multifaceted approach to prevention that integrates both biomedical and 
behavioral interventions is needed. 

Individual factors that increase risk of STDs, such as high-risk sexual 
behavior, misperception of risk, and lack of personal skills, need to be targeted 
on a national basis because of the high prevalence of these factors in the general 
population. Individual behavior, however, is clearly influenced by social factors 
such as inadequate access to health care. Many individual- and community- 
level behavioral interventions have been shown to be effective in changing risk 
behaviors for STDs. Promotion of condom use, in particular, will continue to be 
a central strategy for preventing STDs. Given the high rates of sexual activity 
among adolescents, school-based health programs deserve particular emphasis. 
Although not all school-based programs to reduce risky sexual behaviors have 
been effective, there is little evidence of adverse outcomes. Interventions that 
involve the mass media also can have beneficial effects on knowledge and 
health behavior, especially for adolescents. Clinical methods that are effective 
in preventing exposure and reducing transmission include prophylaxis and 
partner notification and treatment. Although treatment of sex partners of 
infected persons is critical to STD prevention, the traditional methods for 
identifying partners 
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need to be reevaluated and redesigned in light of the changing epidemiology 
and social context of STDs. 

The duration of sexually transmitted infections and thus the period during 
which infected individuals are infectious to others can be reduced primarily by 
ensuring early diagnosis and treatment of infected persons through screening 
programs and by improving the clinical skills of health care providers. 
Appropriate use and interpretation of diagnostic tests and access to laboratory 
services are essential in ensuring accurate diagnosis and treatment. Barriers to 
early detection and treatment, such as inadequate access to health care and lack 
of health-care-seeking behavior, need to be addressed. 
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@ 
Current STD-Related Services 


HIGHLIGHT 


e The total annual costs associated with selected STDs are 


approximately 43 times the total national investment in STD 
prevention and 94 times the national investment in biomedical and 
clinical research on STDs every year. 


Current STD-related services and activities in the United States comprise 
several components, including the delivery of clinical services by health care 
providers, disease surveillance and information systems, training and education 
of health care professionals, and funding of activities and programs. Most of the 
components are publicly sponsored programs; but some programs, such as 
training and education of health professionals, are carried out by both the public 
and private sectors. Components such as national health surveys are directed 
and supported by the federal government, while others, such as disease 
surveillance, involve all levels of government and the private sector. Although 
the private sector is primarily involved in delivery of clinical services to persons 
with private health care insurance, this situation is rapidly changing and may 
have significant implications for the delivery of STD-related services. 


CLINICAL SERVICES 


Clinical services for STDs—screening, diagnosis and treatment of STDs, 
patient counseling, and partner notification and treatment—are provided 
primarily in one of three settings: 


* dedicated public STD clinics, operated by local health departments; ! 


' The committee uses the term "dedicated public STD clinics" to refer to publicly 
funded clinics whose main purpose is to provide STD-related services. Other clinics that 
provide STD-related services in the context of other services, such as community health 
centers, family planning clinics, migrant health centers, and school-based clinics, are not 
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* community-based health clinics, operated by community-based health 
professionals or agencies that usually receive public funds; and 

* private health care settings, including private physician offices, health-plan- 
affiliated facilities, private clinics, and private hospital emergency rooms. 


The public, community-based, and private settings for STD-related care 
serve somewhat different, albeit overlapping, population groups, each of which 
has different needs related to STD prevention. 


Health Care Professionals and Prevention Activities 


There is a broad range of health care professionals involved in STD-related 
care. Most clinicians who provide STD-related care in public or private settings 
emphasize diagnosis and treatment and, to a lesser extent, management of sex 
partners rather than other approaches to STD prevention (Bowman et al., 1992). 
Most clinicians do not provide adequate STD risk assessment, prevention 
counseling, or other STD-related education, despite the fact that they may 
include some STD screening in their patients' medical evaluation (Lewis and 
Freeman, 1987; Lewis et al., 1987; Gemson et al., 1991; Bowman et al., 1992; 
Russell et al., 1992). In a 1986 survey of California internists, only 10 percent 
reported asking new patients questions that were specific enough to assess their 
risk of STDs (Lewis and Freeman, 1987). In a more recent national survey of 
primary care physicians and other health care providers (registered nurses, 
nurse practitioners, nurse midwives, and physician assistants), only 39 percent 
of physicians and 49 percent of other primary care providers reported 
conducting risk assessment for STDs for all or most of their new adult patients 
(ARHP and NANPRH, 1995). A survey of 961 physicians in the Washington, 
D.C., area found that only 37 percent of respondents reported regularly asking 
new adult patients about their sexual practices and that 60 percent did so for 
new adolescent patients (Boekeloo et al., 1991). Reasons typically cited for 
these deficits, as mentioned elsewhere in this report, include (a) health 
professionals’ common skepticism of the efficacy of health education and 
behavioral interventions; (b) pressures to see large numbers of patients in a brief 
amount of time; (c) personal discomfort regarding taking accurate, 
nonjudgmental sex and STD histories, attributed to lack of training and other 
reasons; and (d) a widespread misconception that STDs and issues related to 
sexuality are too "sensitive" to discuss. The last perception is not correct; one 
study found that patients who were asked questions about sexual and STD 
histories at their initial visit to primary health care providers tended to leave 
those interactions with a greater sense of confidence that their providers would 
provide high-quality care compared to patients who did not have such histories 
taken (Lewis and Freeman, 1987). It has been suggested that simulated patients 
be used to improve clinician skills in risk assessment and counseling (Rabin et 
al., 1994). 
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Dedicated Public STD Clinics 


The earliest public STD clinics were established in the 1910s, despite 
substantial resistance by organized medical societies (Brandt, 1985). The 
concept of dedicated public STD clinics is based on evidence that many persons 
with STDs prefer anonymous and confidential services, cannot afford to obtain 
care elsewhere, and are unable to obtain care from private sector health care 
professionals who are unable or unwilling to provide STD care. These clinics 
are often seen as the "safety net" for STD-related services. Historically, the 
stigma associated with having a disease associated with sexual intercourse has 
discouraged more universal use of public STD clinics and prompt health- 
seeking behavior for symptoms of STDs in general (Brandt, 1985). Public STD 
clinics and HIV programs provide the largest proportion of specialized STD- 
related care in the United States. Various government agencies support STD 
prevention activities by providing funds, setting standards, or by directly 
providing care. Public STD clinics usually receive a combination of federal, 
state, and local funds. The only federal agency that supports dedicated public 
STD clinics is the CDC, which primarily funds patient education, partner 
notification, outreach, and other prevention services rather than direct clinical 
services. State and local health departments also provide financial support for 
these clinics and programs and are often given responsibility for operating the 
clinics under federal policies and guidelines. 


Persons Served 


A recent five-center survey of more than 2,500 patients attending 
dedicated public STD clinics in the United States showed that users of such 
clinics are generally young (38 percent under 25 years of age), 
disproportionately of certain racial or ethnic groups (49 percent African 
American), and at high risk for multiple STDs (Celum et al., 1995). 
Approximately 15 to 20 percent of patients attending these clinics are 
adolescents; the median age of patients attending these clinics is approximately 
23 years. The clinics generally provide care for approximately twice as many 
men as women. Persons who use dedicated public STD clinics tend to have a 
high prevalence of other health problems, including HIV infection, unintended 
pregnancy, and drug and alcohol use (Kassler et al., 1994; Zenilman et al., 
1994; Weinstock et al., 1995). For example, in one inner-city public STD clinic, 
46 percent of women attending the clinic were not using contraception and two- 
thirds had at least one prior pregnancy (Upchurch et al., 1987). 

A significant proportion of dedicated public STD clinic patients have 
private insurance coverage. In the survey by Celum and others (1995) 
mentioned above, approximately 31 percent of male and 24 percent of female 
patients seen in dedicated public STD clinics had private health insurance 
(Figure 5-1). These data suggest that a large number of privately insured 
patients use public STD 
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clinics without acknowledging their health insurance status. In such situations, 
the local health department ends up paying the cost of the services (Gary 
Richwald, Los Angeles County STD Program, personal communication, 
November 1995). 


A significant proportion of persons 
who use dedicated public STD clinics 
have private health insurance 

Medicaid 


Program 
14% 


Private 
Insurance 
27% 


Uninsured 
59% 


Figure 5-1 

Distribution of health insurance status among persons using public STD 
clinics, 1995. SOURCE: Celum CL, Hook EW, Bolan GA, Spauding CD, 
Leon P, Henry KW, et al. Where would clients seek care for STD services 
under health care reform? Results of a STD client survey from five clinics. 
Eleventh Meeting of the International Society for STD Research, August 
27-30, 1995, New Orleans, LA [abstract no. 101]. 


Patients may be referred to public STD clinics by health care providers 
who either have made a diagnosis requiring treatment or feel that the STD can 
be better managed by health care providers in public STD clinics. Reasons cited 
by clinic patients for seeking medical care included genitourinary symptoms 
(55-70 percent of individuals); notification of recent sexual contact with a 
partner diagnosed with an STD (15-20 percent); and perceived risk and desire 
for STD screening (approximately 20 percent) (Celum et al., 1995). 


Services Provided 


Publicly funded STD-related services are provided both by dedicated 
public STD clinics and within the context of primary care by community-based 
programs. Dedicated public STD clinics are located in every state, every major 
city, 
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and the majority of smaller cities and counties throughout the United States. 
Based on published data, the committee's interactions with other health 
professionals, site visits, results of site assessments conducted by the CDC, and 
personal experience working with dedicated public STD clinics, the quality of 
care, scope of services provided, and other characteristics of these clinics are 
quite variable. Some clinics, commonly those affiliated with academic 
institutions, seem to offer comprehensive, high-quality STD-related services, 
whereas other clinics do not provide either comprehensive or high-quality care. 
In addition, the scope and level of services provided by many clinics are limited 
by available resources. In some locations, these clinics are high-volume, full- 
time clinics administered by local health departments or in partnership with 
medical schools. In contrast, in many rural settings and smaller population 
centers, dedicated public STD clinics are staffed by individuals who have 
numerous other responsibilities; these clinics may be open only on a part-time 
basis, sometimes only a few days a week. Most public clinics charge only a 
nominal fee or have a sliding fee scale for services. 

The services provided in dedicated public STD clinics emphasize 
diagnosis and treatment, and partner notification for a limited number of STDs 
(Stein, 1996). Much of this diagnostic effort focuses on gonorrhea, 
nongonococcal urethritis, clinically defined cervicitis, pelvic inflammatory 
disease, and genital ulcer disease (i.e., syphilis, chancroid, and genital herpes). 
These clinics often conduct STD screening for gonorrhea, syphilis, or, more 
recently, chlamydial infection. Voluntary HIV counseling and testing, which 
may be offered either in the context of an STD evaluation or as a "stand-alone" 
service, is offered at most, but not all, clinics. 

While there has been increasing interest in, and emphasis on, counseling 
and health education in dedicated public STD clinics, providers receive little 
training in techniques and skills for conducting education or counseling (Lewis 
et al., 1987; Roter et al., 1990). In the fast-paced environment found in most of 
these clinics, there is little time allocated for, or little emphasis on, counseling 
(Stein, 1996). "Disease intervention specialists" are often charged with much of 
the counseling and health education responsibilities in these facilities, as well as 
with collection of partner information and partner notification. These staff, as 
discussed later in this chapter, typically emphasize partner notification 
responsibilities over patient education activities. In dedicated public STD 
clinics, partner notification activities are primarily focused on patients with 
syphilis, HIV infection, and, to a highly variable degree, gonorrhea, chlamydial 
infection, or pelvic inflammatory disease. Ideally, the process of interviewing 
index patients to obtain both the names and locations of sex partners begins 
with counseling and education, but it is unclear how consistently this is done. 
Little or no counseling is provided in dedicated STD clinics for risk reduction 
or management of chronic or other incurable viral STDs other than HIV 
infection. One study found that 28 percent of dedicated public STD clinic 
patients did not receive any information 
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regarding prevention during their clinic visit (Roter et al., 1990). Several states 
mandate counseling of patients, using a prescribed content outline, before to 
HIV testing; however, there is no method for ensuring that these regulations are 
followed. 

Data on the specific types of STD-related services provided by local health 
departments through public STD clinics are limited. The Alan Guttmacher 
Institute, with support from the CDC, however, has recently conducted a survey 
to provide national estimates describing the STD-related activities of local 
public health agencies in the United States (Box 5-1). 


BOX 5-1 STD-RELATED SERVICES AMONG LOCAL HEALTH 
AGENCIES, 1995 


A stratified, random sample of 800 local health departments that 
were identified as providing STD treatment were sent a questionnaire 
in September 1995 regarding various characteristics of their programs 
and policies related to STD-related clinical services. Approximately 77 
percent of the eligible agencies responded. 

Results indicate that 50 percent of 2,888 local health departments 
provide treatment for STDs. Of these providers, 74 percent integrate 
STD-related services with HIV/AIDS-related services; 21 percent offer 
STD- and HIV-related services in separate programs; and 5 percent 
provide STD-related services but do not provide HIV screening or 
testing. Almost half (49 percent) of the local health departments that 
offer services for STDs offer both dedicated STD sessions and 
sessions where such services are integrated with other services, such 
as family planning. An additional 37 percent always integrate STD 
sessions with other clinic services such as family planning, and 14 
percent provide only STD-related services in dedicated sessions. Only 
23 percent of agencies offered services after 6 p.m. and only 5 
percent had weekend hours. 

Regarding testing and treatment services for chlamydial infection, 
gonorrhea, and syphilis, a greater percentage of agencies reported 
treating chlamydial infection (97 percent) than testing for it at all or 
some sites (82 percent). The percentages of agencies testing and 
treating for gonorrhea and syphilis at all sites were all over 98 percent. 

Agencies were also asked to report what type of client history, 
risk assessment, and educational/counseling services they routinely 
provide patients making an initial STD visit (Table below). More than 
90 percent of agencies reported routinely collecting information on a 
client's sexual, STD, and contraceptive history. A smaller proportion of 
agencies routinely query patients regarding any history of substance 
abuse (78 percent). While approximately 97 percent of STD agencies 
reported routinely providing educational services regarding risk factors 
of STDs and HIV, far smaller percentages of agencies reported 
routinely providing services on how to use contraceptive methods 
effectively or how to negotiate condom use (66-70 percent). Although 
more than 70 percent of health departments that provide services for 
STDs in integrated sessions reported routinely providing education 
and counseling regarding contraceptive use, less than half (47 
percent) of agencies that only provide services in separate sessions 

|__ provide this service. 
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It should be noted that the survey results represent only health 
departments that offered treatment for STDs and that the quality and 
consistency of services provided were not evaluated. In addition, most 
agencies that reported integration of STD-related services with other 
services were in nonmetropolitan areas with relatively low caseloads. 

Distribution of Local Health Agencies Providing STD Risk 
Assessment and Educational and Counseling Services by Type of 
Service, 1995 
Type of Total No. Routinely Provided Not 
Service of Provided Only on Provided 

Agencies (%) Indication (%) (%) 
or Request 


Client history 

Client sexual 575 98.9 1.1 0.0 
history 

Client 579 93.9 5.9 0.2 
contraceptive 

history 
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substance 
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* This question was generally worded and may have been interpreted by respondents to 
mean education and counseling regarding contraceptive use generally or to prevent STDs 
only, or both. 

SOURCE: Landry DJ, Forrest JD. Public health departments providing sexually transmitted 
disease services. Fam Plann Perspect 1996;28:261-6. 


Effectiveness 


Dedicated public STD clinics provide services to large numbers of patients 
at little or no cost to the patient. One of the guiding principles of these clinics is 
that no patient should be turned away because of cost considerations. However, 


1997) \NationalyAsadamies Kress: ALL mights cessnyed 


ae it has been estimated that as many as 25 percent of those presenting for care 
- = cannot be accommodated because of inadequate clinic capacity (CDC, DSTD/ 
2 HIVP, 1992). The performance of these clinics is usually evaluated on the basis 
2S of quantitative measures, such as numbers of patients seen and number of cases 
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specific diseases diagnosed, rather than on quality of care measures. Based on 
the committee's site visits and personal experience working with dedicated 
public STD clinics, there is little emphasis on, and almost no reporting of, 
quality-related indicators such as consistency of risk-reduction counseling or 
numbers of patients with positive STD screening tests who are successfully 
treated as opposed to simply having been screened. Systems for evaluation of 
clinic services tend to be developed in reaction to increasing STD rates or other 
evidence of perceived failure. This may also be related to the clinics' emphasis 
on quantitative performance measures. There has been little effort to measure 
potential positive impact of dedicated STD clinic services on populations using 
their services. The CDC has not conducted routine on-site quality assessments 
of public STD clinics and programs since 1993. Federal oversight of quality in 
such clinics and programs currently consists of a yearly review of written 
program activities (submitted annually as a requirement for federal funding), 
periodic telephone and on-site technical assistance consultations, and the work 
of federal program consultants who are stationed in some project areas. 

There are few data regarding the perceptions of care provided to STD 
clinic patients. In a study by Celum and others (1995), a high proportion of 
patients attending these clinics stated they would preferentially attend public 
STD clinics should they need further STD care. The most common reasons 
cited for preferring to use the public STD clinic were walk-in/same-day 
appointments, lower costs, privacy or confidentiality concerns, convenient 
location, and expert care (Figure 5-2). Confidentiality concerns are a primary 
determinant of whether adolescents seek health care for potential STDs. 


Federal Role 


As mentioned earlier, nonclinician public health professionals referred to 
as "disease intervention specialists" (previously known as "contact tracers") 
have played a special role within state and local STD programs. These 
personnel include federal employees assigned as field staff in local programs 
and state and local government employees. The provision of federal field staff 
is referred to as "direct [federal] assistance" and "in lieu of cash," as opposed to 
"financial assistance," which is given to the states through the STD prevention 
cooperative agreements. 

Historically, disease intervention specialist positions served as the entry 
level for all management staff within federal public health programs. Disease 
intervention specialists initially began at the lowest federal civil service entry 
levels as personnel in state or local public health field assignments, largely 
performing provider referral field work. Eventually, many staff were reassigned 
to new positions and given supervisory responsibilities within other state and 
local STD programs. Federal public health advisors are typically recruited back 
to the CDC 
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and to other divisions outside of the STD division and seem to have formed a 
useful managerial infrastructure for the agency. 


——_—_—_—_———————— 


The ability to have walk-in/same-day appointments 
and low costs were cited by most persons 
as main reasons for using dedicated public STD clinics 
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Figure 5-2 

Reported main reasons for utilizing public STD clinics among clinic users in 
five U.S. cities, 1995. Categories are not mutually exclusive; respondents were 
allowed to indicate up to three reasons. SOURCE: Celum CL, Hook EW, 
Bolan GA, Spauding CD, Leone P, Henry KW, et al. Where would clients seek 
care for STD services under health care reform? Results of a STD client survey 
from five clinics. Eleventh Meeting of the International Society for STD 
Research, August 27-30, 1995; New Orleans, LA [abstract no. 101]. 


Many problems existed with the system of management training for federal 
staff. The mixing of state, local, and federal staff often created conflict in local 
areas because federal salaries were higher than most local and state salaries, 
leading to staff resentment. Since management positions were often given to 
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these transient federal assignees, local staff felt that promotional opportunities 
were hindered by the presence of federal staff, and they questioned the loyalties 
of the assignees to state or local programs. Because the assignees were part of 
the federal cooperative agreement, many states and local areas depended, in part 
or fully on, federal support to maintain core program functions. This federal 
training program may have inhibited the development of local and state STD 
program capacity, because states became dependent on federal assignees to fill 
key service delivery and program management positions, thereby limiting the 
development and training of local or state staff. 

As a result of these problems and the feeling that disease intervention 
specialist training was too narrow and not flexible enough to adapt to the future 
role of public health, recruitment and initial training of CDC _ federal 
nonphysician field assignees are being restructured in ways currently being 
defined (CDC, 1995a). CDC is initiating a transitional training program for 
current disease intervention specialists and has begun to reduce their total 
number. Thus, the total number of federal field assignees for STD prevention 
will be reduced by nearly half from 1996 through 2000, but remaining assignees 
will receive further training and new recruits will have more extensive training. 
Transition from a direct service delivery role to a technical assistance and local 
capacity-building role for federal assignees is being planned (CDC, DSTDP, 
1996). The CDC is currently developing criteria for evaluating state and local 
government requests for replacement of federal assignees and conversion of 
direct assistance funds to financial assistance funds. As a result of federal 
downsizing, in most cases, direct assistance vacancies will not be filled on a 
one-to-one basis and requests for converting direct assistance to financial 
assistance will not result in a dollar-for-dollar conversion. 

A major concern of STD program managers is that the former federal 
disease intervention specialists, whose number is now being reduced, have 
represented significant support for many STD programs and have served in key 
STD program management positions. Federal assignees from CDC to state and 
local governments have decreased in number from 1993 through 1996 as a 
result of the CDC downsizing program and the freeze on hiring for new 
positions. This resulted in closing the four training programs for new disease 
investigation specialists, so that the greatest decrease in federal assignees 
occurred in Florida, Georgia, the city of Chicago, and California, where these 
training programs and positions were located. These federal positions have not 
been replaced by reciprocal federal or state resources to hire or contract for 
replacement disease intervention specialists or management staff. No state or 
county resources are currently available to replace these positions, nor could 
they be used, even if available, where states are currently experiencing a hiring 
freeze. In essence, a major portion of the federal support that has been provided 
as direct assignment of disease investigation specialists is being redirected to 
states for other types of disease control activities (e.g., chlamydial prevention, 
training, and local recruitment). This may 
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potentially leave state and local STD programs, many in high morbidity areas 
such as the South, at least temporarily without the resources to conduct 
adequate STD surveillance and program management activities. To maintain 
local capacity, it will be essential for state and local governments to use both 
federal financial assistance and their own resources to develop local capacity as 
the number of federal assignees is reduced, and not simply withdraw state and 
local funds as federal financial assistance is received. There is no evidence that 
initiatives to increase funding from local sources will generate adequate 
resources to replace federal positions being withdrawn from local agencies. 

In an effort to expand prevention efforts beyond those delivered through 
public STD clinics, the CDC launched the STD Accelerated Prevention 
Campaigns grant program for selected states and local health departments in 
1994 (Noegel et al., 1993). The program seeks to (a) increase links between 
STD clinic activities and other health programs and community-based 
programs, (b) promote innovative approaches to STD prevention, (c) encourage 
commitment of local resources to prevention, and (d) develop cost-effective 
methods of prevention. Activities funded by the campaign are encouraged to 
focus on populations that are disproportionately impacted by STDs, including 
women, infants and adolescents, and certain racial and ethnic groups. 


Community-Based Clinics 


Many types of community-based clinics, such as family planning clinics, 
prenatal clinics, youth and teen clinics, homeless programs, community-based 
health centers, and school-based clinics, also provide STD-related services. 
Like dedicated public STD clinics, community-based clinics that treat STDs 
tend to be high-volume clinics that provide services at relatively little or no cost 
to the patient. STDs are not the primary focus for these clinics, but rather are 
dealt with in a context of providing general or specific (e.g., family planning) 
health care services. 

Although the populations served by community-based clinics overlap 
substantially with public STD clinic patients, there is surprisingly little 
communication between these facilities. Similar to dedicated public STD 
clinics, community-based clinics generally serve young patients of certain 
ethnic and racial groups from lower socioeconomic class communities. A major 
difference between persons attending community-based clinics and those 
attending dedicated public STD clinics, however, is that some persons attending 
community-based clinics rely on these clinics for regular health care, that is, 
they attend on a scheduled basis rather than the episodic, problem-oriented basis 
that characterizes utilization of dedicated public STD clinics. 

Even more so than for dedicated public STD clinics, the scope of STD- 
related clinical services in these community-based clinics is highly variable. 
These clinics identify proportionally more STDs through screening activities 
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than by evaluating patients with acute signs or symptoms of STDs. In the past, 
gonorrhea screening has been funded on the basis of availability of government 
funds. More recently, publicly funded family planning clinics have become the 
focus of a national initiative on preventing chlamydial infection coordinated by 
the CDC. Unlike dedicated public STD clinics that provide services to a 
disproportionate number of men, most persons who use community-based 
clinics are women and children. In fact, some family planning clinics will not 
provide services to men even if they are sex partners of infected women seen in 
their facility. STD-related clinical services are often provided in the context of 
other regular health care, and there is often little emphasis on partner 
notification and treatment as part of care for infected women. These clinics 
presumably have a strong investment and interest in issues of STD counseling 
and health education. Federal funds for STD diagnosis and treatment in 
community-based clinic settings are often restricted to specific uses. 

A 1990 survey conducted by the State Family Planning Administrators 
collected data regarding STD-related services in 410 Title X? family planning 
clinics nationwide (SFPA, 1991). The survey showed that most family planning 
clinics provided STD-related services to their clients, but the scope of services 
varied considerably. For example, 82 percent of clinics reported capability for 
treating gonorrhea, but only 48 percent provided treatment for syphilis. 
Approximately one-third of clinics reported using staff resources to contact 
partners for at least one STD, and approximately 60 percent of clinics provided 
testing for gonorrhea. Virtually all clinics provided some preventive services, 
and more than 80 percent reported conducting community-based education 
activities. Half of the clinics surveyed shared family planning and local STD 
program staff in integrated service settings. Family planning clinics throughout 
the country have implemented special programs to reach disenfranchised 
populations, including substance users, inmates, the homeless, disabled persons, 
and non-English-speaking populations (Armstrong et al., 1992; Donovan, 1996). 

Data regarding STD-related services in community-based clinics such as 
community health centers and clinics for the homeless and migrant workers are 
more limited than for family planning clinics. This is a result of the failure to 
collect STD-service-specific data, since such services are often provided as an 
integral part of primary care. However, in a 1994 survey of Health Care for the 
Homeless programs (Section 340 of the Public Health Services Act), 68 percent 
of responding programs offered screening and 67 percent offered STD 
treatment services directly (UCLA Center for Health Policy Research, 
unpublished data, 1994). The remainder offered services through parent 
agencies, under contracts, or did not offer services. 
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School- and University-Based Settings 


School-based health clinics in elementary and high schools and student 
health services on university and college campuses often provide STD-related 
services for their students. The number of school-based health centers has 
dramatically increased in recent years, from 40 in 1985 to 607 in 1994, in an 
effort to improve access to primary health services for children (Schlitt et al., 
1995). The School Health Services and Policies Study examined school health 
services and HIV infection policies on a state and school district basis 
nationwide in 1994 (Leavy Small, et al., 1995). Approximately 60 percent of 
states fund school-based or -linked clinics, and 12 percent of all school districts 
have at least one school-based or -linked clinic. Diagnostic and treatment 
services for STDs were available for 16 percent of all middle and junior high 
schools and for 20 percent of all senior high schools. School health services are 
supported in part by state funds and in part by federal funds, primarily through 
the CDC, the Health Care Financing Administration, and the Health Resources 
and Services Administration (Leavy Small et al., 1995; Schlitt et al., 1995). 
Most school-based clinic services are provided by registered school health 
nurses (Igoe, 1994). For example, in one study, 31 percent of adolescents 
surveyed cited fear of parental discovery as their reason for not utilizing 
available health services at family planning clinics (Zabin et al., 1991). 

Students at universities and colleges are at high risk for STDs (DeBuono et 
al., 1990; Reinisch et al., 1995). Recent national data on the scope and quality 
of STD-related clinical services among university health services are not 
available. Anecdotal evidence, however, suggests that university student health 
services at a minimum provide confidential STD diagnosis and treatment 
services to students (Cindy Launchbaugh, American College Health 
Association, personal communication, April 1996). Several universities have 
published descriptions of prevention activities for STDs that generally focus on 
HIV prevention (McLean, 1994; Turner et al, 1994; Keeling, 1995). Several 
have shown that specific interventions were successful in improving knowledge 
and promoting safer sex behavior (McLean, 1994; Turner et al., 1994). 


Private Sector Settings 


Many private sector health care providers, including private physician 
offices, health plans, private clinics, and private hospital emergency rooms, 
provide some STD-related services. Most cases of STDs are diagnosed by 
private sector health care professionals (Berg, 1990). However, very little is 
known about the volume, extent, disease prevalence, or spectrum of STDs 
encountered in private sector settings compared to either dedicated public STD 
clinics or community-based clinics. Accurate estimates of STD morbidity seen 
in private sector settings are lacking as a result of underreporting from 
clinicians in these settings. Nonetheless, 
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available data suggest that the patterns of diseases seen in these settings may be 
quite different from those seen in public clinics. In 1994, while public STD 
clinics reported 1.93 times more syphilis than all non-STD reporting sites 
(including private sector providers and community-based facilities), non-STD 
clinic sites reported 1.93 times the number of chlamydial infections (CDC, 
DSTDP, 1995). 

In addition to the lack of disease surveillance data from private sector 
settings, there is limited information regarding the distribution and types of care 
and the costs and expenditures for STD diagnosis and management in these 
settings. Undoubtedly, patients with acute STD syndromes may be seen in 
emergency rooms as well as by private practitioners or other clinics. However, 
the distribution and allocation of patients among these services are unknown. 
Similarly, how often and how well patients are screened for STDs is unknown, 
although the prevailing opinion is that screening for STDs is relatively 
uncommon in the private sector. For example, a survey of 19 hospital-based 
emergency centers in Los Angeles County revealed that only 5 implemented a 
policy for cervical cancer screening (Marcus et al., 1990). 

There are few data regarding what proportion of patients seen in private 
settings are given recommended therapy for STDs or whether partner 
notification and treatment practices are routinely conducted (Winkenwerder et 
al., 1993; Celum et al., 1995). One recent study provides some information 
regarding compliance of primary care physicians in California with the CDC 
recommendations regarding the management of pelvic inflammatory disease 
(Hessol et al., 1996). Of 553 physicians responding, 55 percent reported treating 
at least one case of pelvic inflammatory disease during the previous 12-month 
period, and of these physicians, 52 percent were either unsure of or did not 
follow the CDC's treatment guidelines for this STD. Partner notification is not 
well supported in private sector settings, probably because most private sector 
clinicians do not accept responsibility for partner notification; there is no 
reimbursement for care of sex partners; and providers may be reluctant or not 
trained to interview their patients regarding sexual practices. 

Most private practitioners emphasize acute care and provide screening 
when mandated by standards of practice, but, as discussed previously, most 
clinicians do not routinely conduct STD risk assessment and many do not 
provide counseling for behavior change (Lewis and Freeman, 1987; Boekeloo 
et al., 1991; ARHP and NANPRH, 1995). Complicating private practitioners’ 
management of STDs is that, although there are national treatment guidelines 
for STDs (CDC, 1993) and practice guidelines for STD clinics (CDC, 1991), 
there are no generally accepted clinical practice guidelines or standards for STD 
screening and risk assessment. In addition, private practitioners generally are ill- 
prepared to assess their patients' risks, educate and counsel them, or notify and 
treat their sex partners. 
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Managed Care Organizations and Other Health Plans 


Managed care is a method of integrating the organization and financing of 
health care services.? There are various approaches to managed care, including 
management of care under fee-for-service provider reimbursement (e.g., a 
preferred provider organization) and primary care case management. 
Prepayment places the health plan "at risk" financially because it must provide 
contract services in return for only the monthly premium and any nominal 
copayments allowed by the contract. This at-risk arrangement imposes financial 
incentives to control or "manage" the use of health services. Increasingly, 
managed care organizations are shifting some or all of this financial risk 
downward through capitation contracts with providers, who receive a fixed 
monthly sum for each member and earn their retained surplus or income by 
efficiently managing the clinical care. Most managed care organizations utilize 
a selected network of providers to help control both cost and utilization of 
services, thus potentially reducing access for enrolled members to STD-related 
services. Many plans require all services to be provided or arranged through a 
primary care clinician, often referred to as a "gatekeeper" or "care manager." 
The combination of financial incentives to control cost, including capitation, 
and the reliance on managing access through primary care providers places 
greater responsibility on managed care organizations than on traditional fee-for- 
service plans to ensure that beneficiaries receive comprehensive health services. 

There are several types of managed care organizations, and more are 
evolving. Managed care organizations are usually classified by their method of 
providing services. Staff-model organizations employ providers on salary; 
group-model organizations contract with a single medical group practice; 
network-model organizations engage two or more medical groups; and 
independent practice associations (IPAs) contract with individual physicians or 
organized associations of independent physicians. Many managed care 
organizations now offer several of these options and are called mixed, or 
hybrid, plans. In each case, the contract can provide for payment to the provider 
in the form of a capitation (fixed monthly fee per member) or a discounted fee- 
for-service schedule. Point-of-service plans allow services from network 
providers at the usual copayment, but also permit 


3 The committee uses the term "managed care organization" to refer to health plans 
that are prepaid for the defined benefits of the plan—that is, health plans that provide, or 
arrange and pay for, all covered health services needed by the enrollee, in return for a 
specified premium plus any allowed copayments. This definition best describes health 
maintenance organizations (HMOs). The committee applies the term "managed care 
organization" only to health plans that use methods similar to those of health 
maintenance organizations. The committee uses the general term "health plan" to refer to 
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members to seek care from any provider, in which case they pay deductibles 
and copayments similar to traditional indemnity insurance. 

The early prepaid group- and staff-model managed care organizations 
(e.g., Group Health Cooperative of Puget Sound, Harvard Pilgrim Health Care, 
Kaiser-Permanent Health Plan) are nonprofit. The greatest growth in recent 
years, however, has been among investor-owned for-profit plans, which are 
mostly independent practice associations or hybrid plans (e.g., Aetna U.S. 
Healthcare, United Health Care). A few managed care organizations, such as 
the Los Angeles County Department of Health Services’ Community Health 
Plan and the Contra Costa County (California) Health Plan, are publicly owned 
and operated by local health departments. In 1994, approximately 31 percent of 
persons enrolled in managed care organizations were in predominantly staffor 
group-model organizations, and 69 percent were in network or independent 
practice association plans (GHAA, 1995). 

For-profit managed care organizations are managed somewhat differently 
from most not-for-profit managed care organizations, and quite differently from 
publicly operated managed care organizations. Investor-owned managed care 
organizations are managed to generate profits and increased equity for 
shareholders. Not-for-profit managed care organizations must reinvest any 
excess revenue in the organization and provide some type of benefit for plan 
members. A 1986 IOM report found that not-for-profit health care organizations 
were more likely than for-profit ones to provide care to uninsured persons and 
to conduct research and educational activities (OM, 1986). Publicly operated 
managed care organizations are usually formed to meet the needs of Medicaid 
beneficiaries and uninsured residents for whom a local health department has 
responsibility. 

Many managed care organizations have recently formed partnerships or 
entered into contracts with other community health care providers. For example, 
several states require or encourage school-based health centers to develop 
agreements with managed care organizations to improve primary care services 
for children (Schlitt et al., 1995). Several contractual models for such 
agreements have been implemented (Zimmerman and Reif, 1995). 


Growing Role of Managed Care 


Managed care organizations have grown rapidly in the last 10 years; 
nationwide enrollment in managed care organizations increased from 6 million 
in 1976 to 51 million in 1994 (GHAA, 1995). These health plans now provide 
health services to more than 20 percent of all privately insured persons in the 
United States. In 1994, more than 60 percent of the employed and insured under 
65 years of age in 14 major metropolitan areas were enrolled in a managed care 
organization. As more people become dependent on the services provided only 
through their health plan, local public health leaders have expressed concerns 
regarding the effects on the scope, accessibility, and quality of services 
traditionally provided 
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by, or in conjunction with, public health agencies, such as STD-related services. 

One concern voiced by advocates for the poor is the rapid pace at which 
states are converting their Medicaid programs to prepaid managed care plans, 
thereby enrolling a population at higher risk for STDs into health plans with 
little experience managing STDs. For example, as of January 1996, 12 states 
have statewide managed care programs for Medicaid beneficiaries under 1115 
waivers, and 47 states have more limited 1915(b) waivers from the Health Care 
Financing Agency (National Governors’ Association, unpublished data, 1996).4 
In 1994, approximately 7.8 million Medicaid beneficiaries, or 23 percent of all 
enrollees, were enrolled in managed care plans (The Kaiser Commission on the 
Future of Medicaid, 1995). The push by states to enroll Medicaid recipients into 
managed care plans in order to contain costs raises several concerns regarding 
the design and implementation of these new programs and the accountability of 
the new managed care plans for quality (Fisher, 1994). 


Effect of Managed Care on STD Prevention 


There are both opportunities and concerns associated with increased 
involvement of managed care organizations in the delivery of preventive and 
public health services (CDC, 1995b). Potential opportunities for managed care 
organizations to improve prevention of STDs include the following: 


¢ The prepayment arrangement of managed care organizations provides a 
potential incentive to effectively prevent STDs among enrollees. They are 
directly responsible for providing their enrollees with comprehensive 
personal health services, which include care for STDs and_ their 
complications. 

¢ The organizational structure of managed care organizations as a system for 
providing care increases opportunities for effectiveness. For example, 
group-and — staff-model organizations could effectively implement 
guidelines for STD-related screening and case management across all 
clinicians in their plan. Less-structured managed care organizations, 
however, such as independent practice associations, would have more 
difficulty in consistently implementing guidelines. 

¢ Managed care organizations, because they are responsible for delivering 


4 Under section 1115 of the Social Security Act, states can apply to deviate from many 
federal Medicaid requirements in order to test new Medicaid policy. Section 1115 
waivers are also called "research and demonstration" waivers. Under section 1915(b) of 
the Social Security Act, states can apply to waive certain federal requirements related to 
"freedom of choice" requirements for beneficiaries in order to enroll them into managed 
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care to large numbers of plan members, may be more inclined than 
traditional fee-for-service providers to view their enrollees from a public 
health perspective, that is, to examine and address their enrollees’ health 
needs as a community or population, rather than as individuals. 

¢« The large size, resources, and complexity of group- and _ staff-model 
managed care organizations potentially allow them to support the services 
of highly trained health professionals, such as physicians trained in 
infectious diseases, to manage and provide STD-related services. 

« The highly developed information systems of many managed care 
organizations can be used to monitor STD trends among their enrolled 
population and to assess the quality and adequacy of treatment and case 
management protocols. These information systems are more common 
among groupand staff-model organizations than among independent 
practice associations and network plans. 

¢ Managed care provides opportunities for purchasers, such as employers and 
government programs, to hold plans accountable for specific performance 
standards. This is a tremendous potential opportunity to provide and 
improve STD-related services if purchasers take a strong interest in this 
issue. Information systems can also help purchasers measure the 
performance of managed care organizations in STD-related activities 
through standardized quality assessment tools, such as the Health Plan 
Employer Data Information Set (HEDIS),° if such performance measures 
include measures of STD-related services. 


The potential concerns regarding the increased role of managed care 
organizations in STD prevention include the following: 


¢ STDs are not a high priority for most managed care organizations or their 
sponsors. Those that do not serve populations at high risk for STDs, in 
particular, may not have a strong interest in providing comprehensive STD- 
related services. 

¢ The mission of the managed care organization is often related to whether 
the managed care organization is a nonprofit or for-profit organization. The 
mission of for-profit organizations may be in conflict with providing 
services that do not provide short-term cost savings to the organization. 

e There is a wide spectrum of managed care organizations; consequently, 
there is a wide range of technical ability among such organizations in 
delivering services. In general, staff- and group-model managed care 
organizations are likely to be more effective in STD prevention than health 
plans that have less infrastructure. Given the limited experience of most 
managed care organizations in public health activities, however, even some 
of the best organized managed care organizations 


> This performance measurement tool, developed by the National Committee for 
EQUh Pity AlsigranciopisCuticednptibacitibyt by enipletyers247kl26ther: purwhasetNIVERKEM th care 
OEACQWhpare and evaluate large managed care organizations. 
AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


ala 


AGASAMEB > FE SeMtatb rt Tah th Ee HieAAaM AAR Sst MECH CR cha sacr HSH CUEMMEM THESE Ce com dhe GH LB? OrighreMt JaberssSaebt trom the 


r 


ight 
righ 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


fo BPE 


About taey Bight @/d 997 iNationaly 
original Rod SH ng feet Jpabhy 


CURRENT STD-RELATED SERVICES 193 


may not have the technical expertise to take on full responsibility for STD 
prevention. In addition, the types of managed care organizations that 
currently dominate the market typically do not have highly developed 
systems for ensuring quality care. 

¢ Many managed care organizations may be reluctant to provide STD-related 
services that have not been shown to be cost-saving for the organization. 
For example, the long interval between infection and appearance of 
consequences of STDs may be years; managed care organizations with 
high turnover rates may have little incentive to emphasize STD-related 
services. In addition, capitated payments for services may increase the risk 
of cost-shifting by managed care organizations. For example, health plans 
may refer persons in need of STD-related services to public STD clinics to 
avoid assuming the costs of their care. 

¢ Persons with STDs may prefer to receive care at public STD clinics and 
may not feel comfortable receiving care through a managed care 
organization for a variety of reasons. A recent multisite survey of STD 
clinic patients showed that most persons surveyed chose a public STD 
clinic over other providers because of the convenience of obtaining care 
without an appointment and lower costs (Celum et al., 1995). The lack of 
walk-in services among many managed care organizations may result in 
delays for evaluation and treatment of STDs. 

« Managed care organizations may not provide services to sex partners of 
plan members if the partner is not a plan member. Many aspects of STD 
prevention, such as partner notification, screening and case finding, and 
community education, may involve persons who are not members of the 
managed care organization. 


The billing and claims-processing procedures of some health plans may be 
a major barrier to confidential STD-related services, particularly for dependent 
minors. In approximately one-third of managed care organizations surveyed, the 
employee-beneficiary is likely to be notified of care for their dependents 
through a copayment bill or other means (Benson Gold and Richards, 1996). Of 
particular concern are billing procedures among traditional indemnity insurance 
plans, preferred provider organizations, and point-of-service networks, which 
often result in lack of confidentiality for dependents because the employee- 
beneficiary is usually required to be involved in the claims process. 

Data regarding the impact of managed care on STD-related services are 
limited. One study examined the effect of managed care enrollment on the 
management of three ambulatory conditions (vaginitis, pelvic inflammatory 
disease, and urinary tract infection) among Medicaid recipients (Carey and 
Weis, 1990). The authors found that the presence of managed care plans did not 
reduce diagnostic testing or return visits for the three conditions, compared to 
fee-for-service providers. Many of the potential concerns mentioned above 
regarding expanding the role of managed care in STD prevention are similar to 
those associated with 
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managed care and other controversial health services, such as reproductive 
health (Delbanco and Smith, 1995) and HIV infection (Aseltyne et al., 1995). 


Services and Programs of Managed Care Organizations 


Studies show that most managed care organizations provide considerably 
more comprehensive coverage for reproductive health services than the 
traditional indemnity insurance plans (Benson Gold and Richards, 1996). Data 
regarding STD-related services provided or covered by health plans are limited. 

Given the lack of published information regarding the potential role of 
managed care organizations in STD prevention, the committee sponsored a 
workshop on the role of managed care organizations in the prevention of STDs. 
A summary of this workshop can be found in Appendix G. 

As a follow-up to the workshop, the committee conducted a limited survey 
of managed care organizations to collect preliminary data regarding STD- 
related services and programs in these organizations. Results of this survey are 
presented in Appendix H. Managed care organizations were selected primarily 
on the basis of their likelihood of serving high-risk populations (i.e., Medicaid, 
inner city), and therefore their increased likelihood of providing STD-related 
services. The committee found that 73 percent of responding managed care 
organizations requested information regarding previous history of STDs or 
sexual activity, and 65 percent requested information on sexual activity, on 
patient history forms. More than half (57 percent) of these organizations 
attempted to define high-risk groups for STDs, and approximately half reported 
STD prevention or clinical activities that specifically targeted adolescents. Only 
26 percent of managed care organizations reported that they provided STD- 
related services to persons outside their plan, and just 17 percent had a specific 
individual in charge of STD-related activities. 

Examples of programs and activities conducted by survey respondents are 
provided in Appendix H. Two examples of managed care organizations that 
have comprehensive prevention and case management programs that extend 
beyond the boundaries of the plan's enrollees are the Harvard Pilgrim Health 
Plan and Kaiser-Permanent of Southern California. At the Harvard Pilgrim 
Health Plan, all levels of services for members with HIV infection and AIDS 
have been integrated through a central multidisciplinary program. This program 
is closely linked to local health department services and provides extensive 
outreach and community services beyond the member population. In Southern 
California, Kaiser-Permanent has developed an effective system of STD-related 
services under the direction of an infectious disease specialist; the system 
includes monitoring of STD trends through reports from its centralized 
laboratory, implementation of STD treatment and case management protocols 
among its health professionals, and creation of a prevention and primary care 
program for STDs that is targeted to adolescents in the plan and in the general 
community. STD programs such as 
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those mentioned above may have a dramatic impact on reducing STDs and 
associated costs in managed care organizations. For example, a recent 
randomized control study conducted at Group Health Cooperative of Puget 
Sound showed that identifying, testing, and treating women at increased risk for 
asymptomatic chlamydial infection reduced the rate of pelvic inflammatory 
disease by more than 50 percent compared to women who received routine care 
(Scholes et al., 1996). 


Government Initiatives Related to managed Care and STDs 


Public health agencies, such as the CDC, have been exploring the impact 
of managed care on public health services. The CDC recently established a 
Managed Care Working Group to foster partnerships between public health 
agencies and managed care organizations to improve public health (CDC, 
1995b). The CDC's high-priority areas for collaborative activities with managed 
care organizations and other health organizations include prevention 
effectiveness and guidelines, Medicaid and managed care, research, and 
capacity development in public health agencies. In addition, a CDC 
epidemiologist is currently assigned on detail to the American Association of 
Health Plans as a resource on public health issues. As mentioned previously, 
CDC staff have provided input regarding public health performance indicators, 
including STD-related indicators, for future versions of HEDIS. 

The California Department of Health Services has also recently initiated 
the California Partnership for Adolescent Chlamydial Prevention. This is a 
statewide partnership, bringing together government agencies, managed care 
organizations, academic health centers, and professional associations to address 
policy issues related to STDs among adolescents. This initiative also seeks to 
coordinate clinical preventive services for adolescents in managed care settings 
with community STD prevention activities and to coordinate all categorical 
state STD-related programs. Other components of this initiative include a media 
campaign targeted towards teenagers; development of screening, counseling, 
and education interventions; school-based programs; and training programs for 
health care providers. 

The Los Angeles County Department of Health Services has developed a 
model contract between the agency and managed care organizations that 
contract under the Medical (California's Medicaid program) program (County 
of Los Angeles, Department of Health Services, 1995). The contract, which 
covers a wide range of public health services, describes STD clinical services as 
a "shared responsibility between County and Plan." The contract would require 
managed care organizations participating in Medical to "reimburse the County 
for services provided to Plan beneficiaries at the Medical [fee-for-service] rate." 
In turn, the county agrees to "make all reasonable efforts to provide medical 
records to the Plan relating to STD care billed to the Plan." The county's 
contract language 
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parallels language required by the California Department of Health Services for 
all contracts with managed care organizations serving Medical beneficiaries. 
Similar provisions in Medicaid contracts have also been adopted by Missouri, 
Oregon, and Minnesota. Although such an agreement appropriately would 
provide for plan reimbursement for out-of-plan STD-related services, better 
methods are needed to document billing of the plan for their enrollees' use of 
such services. The language included in the Los Angeles County model contract 
suggests that the health department will divulge confidential patient information 
to the plan and may inhibit infected persons from seeking care-an outcome that 
would not be in the best interests of the plan or the larger community. 


NATIONAL SURVEILLANCE AND INFORMATION SYSTEMS 


Public health surveillance is the process of collecting information 
regarding the frequency and distribution of disease or other health conditions 
among specific populations. Data are collected at local, regional, and national 
levels to (a) monitor trends in diseases and other health conditions, (b) identify 
problems that need intervention, (c) improve effectiveness of prevention or 
health care resources, and (d) evaluate the impact of specific interventions. The 
current national system for STD surveillance is a complex amalgam of different 
reporting systems from multiple sources. 


National Notifiable Disease Reporting 


The foundation of STD surveillance is the national public health notifiable 
disease reporting system, coordinated on a national basis by the CDC. This 
system is fundamentally a "passive" system, that is, reports are brought to the 
attention of public health officials when health care providers or laboratories 
submit a report of a positive laboratory test or clinical diagnosis of a reportable 
health condition. Active case finding is not routinely conducted. Each of the 50 
states has the authority to declare certain diseases or health conditions that are 
to be reported by clinicians and laboratories. Syphilis and gonorrhea are 
reportable conditions in all 50 states; and 48 states (New York and Alaska are 
the exceptions) also require the reporting of chlamydial genital infection (CDC, 
1995c). Other bacterial STDs, such as chancroid or lymphogranuloma 
venereum, are not consistently reported from state to state. Viral STDs, such as 
herpes simplex virus type 2 infections, are generally not well identified through 
this system. 

In general, initial case reports generated by laboratories or providers are 
submitted to local public health departments and are, in turn, reported to state 
public health authorities. All states participate in a voluntary system whereby 
statewide notifiable disease data are reported to the CDC. National STD data 
reported by the CDC are compiled from individual reports from states, 
submitted without name identifiers. Not all states report uniform data to the 
CDC. For 
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example, California does not report STD morbidity data by race but includes 
other variables. 


Limitations of the Reporting System 


The passive reporting system for STDs has several major limitations. 
Numerous studies have indicated that reporting from public clinics, such as 
public STD clinics, is more complete than reporting from private providers 
(Anderson et al., 1994). Reported data actually may underrepresent true STD 
incidence by 50 percent or more because many cases diagnosed by private 
providers are not reported. The reporting bias toward public sector providers 
also skews the demographic characteristics of reported STD rates, since public 
providers are more likely to see poor or uninsured patients, a greater proportion 
of whom are from certain racial and ethnic groups (CDC, DSTD/HIVP, 1995). 
In a comparison of surveillance data collected by the CDC with survey data 
collected by population-based surveys (i.e., National Survey of Family 
Growth), one study found that national surveillance data may underrepresent 
the incidence of STDs among higher socioeconomic groups because they tend 
to use private sources of health care, whereas survey data may be prone to 
underreporting of past STDs (Anderson et al., 1994). 

Analysis of national data by the CDC requires considerable effort to 
produce basic reports and often does not systematically assess trends within 
subpopulations and geographic areas. For example, the increase in heterosexual 
syphilis that peaked in the late 1980s was not identified in a timely way because 
national data were aggregated and not systematically analyzed by sex and risk 
behavior. This was because the decline in syphilis rates among men who have 
sex with men obscured the increase in syphilis among heterosexual men and 
women until a year or more into the epidemic. 

Since surveillance data are only compiled as diagnosed cases, rather than 
number of cases per number of persons tested, such estimates are difficult to 
interpret. This is especially problematic when new diseases are added to the list 
of notifiable diseases or when new diagnostic technologies become available. 
This phenomenon occurred most recently with chlamydial genital infection. As 
more providers became aware of the availability of culture and nonculture 
diagnostic tests, screening for chlamydial infection among women increased in 
many health care settings. Reported statistics demonstrated dramatic increases 
in chlamydial genital infection that reflected increased screening rates rather 
than true rising disease incidence rates. Similarly, case-definition bias may also 
confuse interpretation of surveillance statistics. For example, women may be 
more likely to be tested and identified as laboratory-confirmed cases, whereas 
men with nongonococcal urethritis will be presumptively treated (treated after a 
syndromic diagnosis) and never reported as a case, since they were not 
confirmed by laboratory tests. Furthermore, should nongonococcal urethritis 
become reportable, 
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this will only partially reflect chlamydial infection among men _ because, 
although chlamydial is the most common cause of nongonococcal urethritis, it 
still accounts for less than half the cases. 

Other limitations in these data may not be immediately evident. Reporting 
to public health agencies is sometimes not carried out in a timely way, so that 
delays in reporting may result. In addition, surveillance case definitions are 
often not uniformly followed, leading to misclassification of cases or 
nonreporting of true cases. This occurred in many areas when the congenital 
syphilis case definition changed in 1989, but local areas continued to follow the 
old case definition, thereby severely underestimating the true impact of syphilis 
on infant health. 


Surveillance and Public STD Programs 


Publicly funded STD programs, particularly in urban areas, have largely 
focused on case-finding and partner notification activities rather than 
development of infrastructure for data management and surveillance data 
analyses. In areas where syphilis rates remain high (largely in urban areas and 
in the South), programmatic activity by disease intervention specialists has 
focused on following up positive laboratory tests for syphilis with tracking and 
testing of sex partners. In areas of lower syphilis morbidity, this intense 
outreach program by disease intervention specialists was carried out for other 
STDs, such as gonorrhea. In all cases, efforts were largely focused on cases 
identified in public STD clinics, and mechanisms were not developed to 
uniformly assess the extent of STD diagnosis and treatment in nonpublic STD 
clinic settings or through private providers. In some STD programs, so little 
effort is being made to identify gonorrhea or chlamydial infections identified 
outside publicly funded STD clinics that reports sent to the local health 
departments from non-STD clinic providers are discarded, and little effort is 
made to identify broader, community-based morbidity trends. As discussed in 
Chapter 4, partner notification and follow-up of positive laboratory results for 
syphilis are labor intensive and result in a heavy emphasis on STD program 
indicators rather than on true population-based measures of program 
effectiveness. 


Other Surveillance Systems 


Other types of data regarding STDs are collected through a multitude of 
systems, some clinic-based, some local or regional, and others national in 
scope. Coupled with the national notifiable disease surveillance system, they 
provide a patchwork of information for inferring the actual scope and impact of 
STDs nationwide. 

Rather than attempting to capture data from all data collection sites, 
sentinel systems are designed to capture detailed data from a few sites that are 
considered to be representative of the region or the country. Sentinel 
surveillance can address 
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the biases from increased screening practices or inconsistent application of case 
definitions, since the populations under surveillance and participating providers 
are well defined. Perhaps the best functioning sentinel STD surveillance system 
is the Gonococcal Isolate Surveillance Project sponsored by the CDC. This 
project collects data from 21 nationwide sites to assess patterns in gonorrhea 
isolate antimicrobial resistance. 

Coordinated by the National Center for Health Statistics, the National 
Health and Nutrition Examination Survey (NHANES) collects health-related 
data from a randomly selected sample of the U.S. population. In addition to data 
regarding self-reported health behaviors, blood samples collected at the time of 
interview provide critical information regarding the actual prevalence of 
diseases through detection of serological markers. This is particularly useful for 
some viral STDs that are often asymptomatic, including herpes simplex virus 
infection, hepatitis B virus infection, and HIV infection (McQuillan et al., 1989, 
1994; Johnson et al., 1993). For example, using these data, public health 
officials have estimated that at least one of four European American women and 
one in five European American men will be infected with genital herpes in their 
lifetime (Johnson et al., 1993). 

Provider-based information systems are used to estimate the scope and 
frequency of treatment among private sector and other physicians and can 
provide useful data on STDs to supplement disease surveillance data. The 
National Disease and Therapeutic Index is a commercially developed provider 
database that systematically collects patient encounter data from a stratified 
sample of U.S. private practice physicians. It has been used to follow trends in 
the diagnosis of some nonreportable STDs, such as genital warts caused by 
human papillomavirus, genital herpes, vaginal infections, and nongonococcal 
urethritis. Another potential method for assessing STD trends is by monitoring 
of the sequelae of STDs. For example, the National Ambulatory Care Survey 
and the National Hospital Discharge Survey have been used to monitor rates of 
pelvic inflammatory disease. Physician consultations for infertility and cervical 
cancer rates within specific populations also may be used as surrogates for 
underlying STD trends. In addition, disease registries are helpful in 
documenting the occurrence of STDs in specific communities and in conducting 
clinical research. For example, a national disease registry collects information 
regarding infants exposed to herpes simplex at birth and treated with acyclovir. 
Although limited in scope, these registries provide useful information on 
treatment of STDs. 


Health Behavior Surveys 


A crucial but underdeveloped tool for directing and targeting STD 
prevention programs is the behavioral health survey. Surveys that regularly 
collect nationally representative information on specific STD-related risk 
behaviors are important in monitoring national trends and have become more 
prominent since 
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the advent of the HIV epidemic. The Behavioral Risk Factors Surveillance 
Survey supported by the CDC was originally developed to ascertain health 
behaviors related to chronic diseases such as heart disease, but has been 
modified to include questions regarding HIV/STD-related risk behaviors. A 
similar survey, the Youth Risk Behavior Surveillance System, designed to 
determine risk behaviors of teenagers, including sexual activity and alcohol and 
other drug use, has been developed by the CDC and implemented by schools 
nationwide. This survey is perhaps the best currently available source of 
information on the scope and frequency of STD-related behaviors among 
teenagers and is commonly used to develop effective prevention programs for 
adolescents (CDC, 1995d). 

The National Center for Health Statistics, CDC, also sponsors health 
interviews with women regarding reproductive health issues. The National 
Survey of Family Growth provides important information regarding the self- 
reported prevalence of STDs and STD-related health behaviors among the 
general U.S. population. The National Survey of Adolescent Males is another 
federally funded survey that collects data on sexual behavior and contraceptive 
use from a nationally representative cohort of male adolescents 15-19 years old 
(Ku et al., 1992). Other health behavior surveys and studies that are not 
periodically administered have also produced important data regarding sexual 
behavior. For example, the National Health and Social Life Survey collected 
information from a probability sample of 3,432 American adults between 18 
and 59 years of age in 1992 and produced the most comprehensive nationally 
representative data on sexual behavior among adults in the United States in 
many years (Laumann et al., 1994). In addition, a multiyear study, the National 
Adolescent Health Survey, jointly sponsored by several agencies, recently has 
completed data collection to examine the influence of family, peers, schools, 
and the community on adolescent health. 

There is no evidence that participating in surveys of sexual behavior has a 
detrimental effect on sexual behavior. Halpern and others (1994) analyzed 
multiple study groups from three longitudinal studies of the effect of repeated 
administration of questionnaires regarding sexual behavior on male adolescents. 
They found no evidence that such questionnaires had an effect on sexual 
behavior. 


Measuring and Evaluating Program Effectiveness 


Data regarding federally supported projects collected by the CDC through 
state and local health departments consist primarily of output indicators that 
relate to laboratory reporting, community screening, case investigation, 
preventive and other clinical services, and gonorrhea, chlamydial, and HIV case 
detection. Other federal agencies, such as the Health Resources and Services 
Administration and the Health Care Financing Administration, collect 
information primarily related to the provision of direct health care services they 
support. 

The committee is not aware of any nongovernmental organizations or 
associations that routinely collect data regarding STDs. However, the National 
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6S 

5 = for Quality Assurance, through the Committee on Performance Measurement, is 
# currently evaluating a proposed STD-related performance measure for inclusion 
$ Ke) in subsequent versions of HEDIS. This performance measure on chlamydial 
eS screening, developed and submitted by the CDC, is presented in Box 5-2 and is 
= S in the "testing set" of HEDIS 3.0. 

Es 

- 8 BOX 5-2 DRAFT DESCRIPTION OF HEDIS MEASURE FOR 

52 CHLAMYDIAL SCREENING UNDER EVALUATION BY THE 

3 @ NATIONAL COMMITTEE FOR QUALITY ASSURANCE. 

28 Chlamydial Screening 

@6 Chlamydial is not widely known, but it is an important health 
2% problem. It is the most common sexually transmitted bacterial disease 


in the United States, with an estimated 2 million new infections in 
2 women each year. It is usually a silent illness; about 70 percent of 
2 infected women have no symptoms. Left untreated, chlamydial can 
“ cause pelvic inflammatory disease, infertility, ectopic pregnancy 
c (where the egg is implanted in the fallopian tube instead of in the 
D womb), and chronic pelvic pain. Regular screening for the infection by 
g testing for it during annual gynecological check-ups is often the only 
= way to detect it so it can be treated before complications arise. 
= Fees and treatment also help keep the person from spreading the 
i isease. 

p This measure estimates the percentage of women between the 


qd 

3 ages of 15 and 25 who were screened for chlamydial in the past year. 
8 This measure is being evaluated for inclusion in a future reporting set. 
= 

® 


Since sexually active women are the group of interest for chlamydial 
screening, a reliable method needs to be developed to distinguish 
women who are sexually active from those who are not. We also need 
to assess how reliably chlamydial screening is reported. These 
issues, among others, will be evaluated during the testing phase. 

NOTE: The above text is a direct quote from the primary source. 
The estimate of 2 million chlamydial infections, presumably for 1996, 
differs from the estimate of 2.6 million in 1994 cited previously by the 
committee. These estimates, however, are not necessarily inconsistent. 

SOURCE: NCQA, Committee on Performance Measurement. 
HEDIS 3.0 Draft for public comment. Washington, D.C.: National 
Committee for Quality Assurance, July 1996. 
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Data Management, Utilization, and Limitations 


In addition to uses associated with disease surveillance, data collected 
regarding STDs are primarily utilized for management of specific publicly 
sponsored disease control programs and for assessment of clinical performance 
of federally funded health care providers, such as community health centers. 
More specifically, with respect to the data collected on a national basis through 
the Division of STD Prevention at the CDC, existing management information 
systems are intended to support four primary service objectives in STD 
prevention: (1) preventing and containing early and congenital syphilis; (2) 
preventing and containing gonorrhea and pelvic inflammatory disease; (3) 
preventing and containing chlamydial infection and chlamydial-related sequelae 
such as pelvic inflammatory disease; and (4) preventing HIV infection through 
public STD clinics (Alan Friedlob, CDC, Division of STD Prevention, personal 
communication, February 1996). 

To facilitate national data collection, the CDC provides management 
information software (STD*MIS) to state and local disease control programs to 
compile morbidity and service delivery output data. These data are intended to 
help state and local programs (a) track patient disease information and out-of- 
jurisdiction activity; (b) maintain files related to interview investigations, field 
investigations, morbidity, and laboratory surveillance; (c) allow electronic 
submission of data to the federal government; and (d) generate standard and 
customized reports. 

However, while existing data systems may be adequate to support many of 
the internal management requirements outlined above, it is not clear that these 
data are adequate for overall program assessment. According to the Division of 
STD Prevention systems development staff, minimum national standards 
defining an adequate program for preventing STDs do not exist. STD-related 
services data and data collection procedures have been characterized as 
inflexible, relying on historic performance measures and focused on public STD 
clinics rather than linking data from all sites that provide STD-related services, 
including family planning agencies, emergency rooms, correctional institutions, 
substance use treatment programs, and other health care providers (Alan 
Friedlob, CDC, Division of STD Prevention, personal communication, February 
1996). Additional deficiencies in STD-related data include lack of information 
on population subgroups, transmission-related behavior, services assessment, 
and outcomes related to specific interventions. 


Information Systems Development 


STD information systems development is, in concept and in application, 
inseparable from the larger community health information network 
development environment. Effective community health information network 
systems collect both population information and service and encounter data. 
This allows for (a) 
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integration of data across programs (e.g., tuberculosis, HIV, substance abuse); 
(b) efficient data-based decision-making; (c) application flexibility and systems 
compatibility (e.g., software independent of language or platform); (d) 
confidentiality safeguards; and (e) menus of indicators that are responsive to 
local needs. It should also be recognized that STD information systems 
development is occurring within a wider and rapidly changing planning 
environment, such as the Department of Health and Human Services proposed 
Performance Partnership Grants, the work of the Public Health Service's Public 
Health Data Policy Coordinating Committee, and the National Information 
Infrastructure and High Performance Computing and Communication initiatives 
(Braithwaite, 1995). 

General issues to consider in developing and coordinating community- 
based information systems initiatives such as those mentioned above include: 


1. quality and usefulness of data; 

2. coordination with state- and national-level information systems; 

3. coordination of data collection processes, including collection of data 
from public and private sources; 

4. capacity to track outcome, process, and capacity measures in a timely 

manner; 

assurance of data privacy and security; 

6. development of standards for data elements, such as utilization of uniform 
diagnostic coding; 

7. resolution of proprietary concerns or ownership issues related to data; 

8. capacity to produce anonymous health data files for public health 
surveillance and other purposes; and 

9. flexibility to utilize grant funds to build and maintain information systems. 


My 


Local Data Analysis Capacity 


The Division of STD Prevention at the CDC currently provides technical 
assistance to state and local programs implementing the division's management 
information software, "STD*MIS." Rather than technical assistance related to 
initiating or implementing information systems, it has been suggested that 
technical assistance is needed to develop local data analysis capacity so that 
data can be used to improve the effectiveness and efficiency of local STD 
programs (Alan Friedlob, CDC, Division of STD Prevention, personal 
communication, February 1996). With respect to analytic capacity, a survey of 
65 STD project areas in December 1994 found that half had one half-time or 
less position dedicated to data analysis activities (CDC, Division of STD 
Prevention, unpublished data, 1995). Only 20 percent of projects surveyed had 
one or more full-time staff with master's or doctoral level training in 
epidemiology. The survey also found that 48 percent of STD programs derived 
epidemiological support exclusively from HIV/AIDS 
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programs. Finally, 44 percent of STD program managers stated that 
epidemiological support for their activities was inadequate. 

Local capacity in data management and analysis is required if surveillance 
data are to be used as a program management tool. For example, the decline in 
rectal gonorrhea rates in many areas of the United States could be interpreted to 
be a result of the efficacy of HIV prevention activities among gay men. In order 
to make this assessment, however, local health districts need to have sufficient 
data management capacity both to collect data on gonorrhea incidence and STD- 
related behaviors, and to analyze data systematically. 

A possible explanation for the lack of data analysis capacity is the 
dependency of information systems, such as STD*MIS, on state and local 
resources for maintenance and enhancement. The Council of State and 
Territorial Epidemiologists has reported that less than half of data resources at 
state and local levels is provided through federal resources (CSTE, 1995). The 
council further observed that almost one-half (46.4 percent) of all federal 
funding for state and local activities related to communicable disease data 
management was directed towards HIV/AIDS and that one-third of all federal 
funding was designated for HIV/AIDS. In addition, the council found that, with 
respect to data management, state and local governments were supporting 59 
percent of funding for tuberculosis, 40.8 percent of funding for STDs, 44.2 
percent of funding for vaccine-preventable diseases, and 86.7 percent of 
funding for all other communicable diseases. 


TRAINING AND EDUCATION OF HEALTH PROFESSIONALS 


The spectrum of health care providers who are responsible for providing 
STD-related services includes physicians, nurse practitioners, nurses, physician 
assistants, and other professionals. The intensity and content of training and 
educational activities for health professionals vary considerably. Training may 
occur as part of the formal professional curricula or as part of continuing 
education activities. 


Medical School and Medical Graduate Education 


Two national committees in the United States have previously expressed 
concern regarding the adequacy of education in the area of STDs (Kampmeier, 
1975; Work Group on Sexually Transmitted Disease, 1979). In addition, a 
1980-1981 study indicated that medical school instruction regarding STDs was 
generally inadequate (Stamm et al., 1982). This survey of the infectious disease 
divisions of 122 U.S. medical schools and 15 Canadian medical schools 
collected information on preclinical and clinical training of medical students 
and clinical training of medical residents and other resident groups. Of the 127 
infectious disease divisions responding to the survey, almost all offered 
preclinical training 
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consisting mostly of lectures on STD pathogens. Only 30 percent of U.S. 
medical schools had access to hospital-based or dedicated public STD clinics 
for teaching purposes. At these schools, only 30 percent of medical students 
received clinic-based training and the clinical experience offered to these 
students averaged only six hours. Thus, approximately 1 in 10 students received 
clinic-based STD training, and even this training was brief. Similarly, only 23 
percent of internal medicine residencies in the United States offered specific 
clinical training in STD management and, even where available, this training 
only averaged 12 hours. Residents in other programs (dermatology, family 
practice, obstetrics and gynecology, pediatrics, and urology) were even less 
likely to be offered STD clinical training. 

In 1991, 126 U.S. medical schools were again surveyed concerning clinical 
training offered medical students in the areas of STDs, including HIV infection 
(MacKay, 1995). The responses from 102 schools indicated that over the 
previous 10 years, the amount of clinical training of medical students in STDs 
had decreased at 6 percent of schools, remained the same at 17 percent, and 
increased at 77 percent of schools. Despite the increase in the number of 
schools that provided additional clinical training in STDs, several areas of STD- 
related education require improvement. For example, links to a clinic devoted 
specifically to STDs existed in only 42 percent of schools, and only 37 percent 
of schools offered students a clinical elective in STDs or HIV/AIDS. Programs 
for improving medical school and medical graduate training that focus on 
communication skills and involve a series of lectures, workshops, and role- 
playing have been developed (Steinberg et al., 1991; Ross and Landis, 1994). 

Clinical training in dedicated public STD clinics, therefore, remains the 
exception rather than the rule for medical students in the United States. While 
infrequent encounters with patients with STDs in other ambulatory settings such 
as primary care, general medicine, or family medicine clinics (Berg et al., 1984) 
have been cited as reasons for difficulty in ensuring comprehensive training in 
STD management and prevention in these environments, there remains 
relatively little training in other aspects of STD prevention such as risk 
assessment or screening practices. 


Primary Care Health Professional Training 


Programs to train medical students, physicians, physicians assistants, nurse 
practitioners, nurses, and other primary care professionals in STD prevention 
are critical in increasing the capacity of the primary care system to address 
public health problems. The current system of clinical training for health care 
professionals is inadequate to produce effective primary care providers. For 
example, an IOM committee, charged to provide direction on improving 
primary care, came to the following conclusion regarding graduate medical 
education in the United States (IOM, 1996a:186-7): 
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Based on its public hearing and site visits, the committee shares with many 
medical educators and medical directors of integrated health care delivery 
systems concerns about traditional GME [graduate medical education], 
especially about the extent to which such training is preparing tomorrow's 
doctors for the new ways and settings in which they will be expected to 
function. Graduates of residency programs often lack knowledge of population- 
based health promotion and disease prevention, evidence-based clinical 
decision making, and patient interviewing skills (particularly communication 
and consultation skills). 


The IOM committee on primary care recommended that primary care 
provider training be based on a common core set of clinical competencies, 
regardless of their disciplinary background, to be defined by a coalition of 
educational and professional organizations and accrediting bodies. Two specific 
areas of suggested emphasis were communication skills and cultural sensitivity 
(IOM, 1996a). 

Primary care professionals (including family practitioners, internists, 
obstetrician/gynecologists, and pediatricians) see the majority of STDs in the 
United States (Berg, 1990), yet little research has been performed about STD 
management in primary care settings. It is likely that primary care clinicians in 
the private sector will be called upon to assume a greater role in STD 
prevention, including case management. However, because of the limited data 
regarding the knowledge, skills, and training needs of primary care 
professionals in these settings, an assessment of these issues is critical. 

Primary care professionals often do not receive special training in STD 
risk assessment, diagnosis, and treatment. Such training, when it does exist, is 
often based within dedicated public STD clinics, and is not accessible to 
primary care professionals. Some of the federally funded STD training centers 
require a lengthy time commitment that limits participation by primary care 
providers. Further, diagnostic and management strategies and physician 
responsibilities appropriate for dedicated STD clinics often require modification 
for primary care practice (Berg, 1990). 

Some primary care practices, such as community health centers in inner- 
city urban areas or programs for high-risk migrant populations, are the primary 
source of STD-related care in communities with high rates of STDs. Based on a 
chart review of all patient encounters in an inner-city Atlanta community health 
center during a four-week period in 1994, 10 percent of all patient encounters, 
and nearly all encounters among young men, were related to STD diagnosis and 
treatment (Kathleen Toomey, Georgia Department of Human Resources, 
Division of Public Health, unpublished data, 1996). However, patients 
frequently received inappropriate or inadequate treatment not consistent with 
published STD treatment guidelines. For example, half of all women with 
clinical diagnosis of pelvic inflammatory disease were treated inadequately for 
simple cervical infection. Clinicians in this clinic included nurse practitioners, 
internists, pediatricians, and family practitioners without specific training in 
STD clinical management. However, all staff expressed willingness to 
participate in training in STD diagnosis and treatment and adopted STD 
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made available. As previously mentioned, lack of physician compliance with 
standard practice for prevention and management of STDs has been 
documented (Gemson et al., 1991; Hessol et al., 1996) and additional training of 
clinicians in STD-related skills has been recommended (Boekeloo et al., 1991; 
Gemson et al., 1991; Steinberg et al., 1991; Hessol et al., 1996). 


Federal Efforts in STD Training 


Federal efforts to provide STD training have focused almost exclusively on 
training health professionals who provide services in the public sector. Since 
1979, the CDC has funded 10 to 12 regional STD Prevention Training Centers. 
These centers have provided instruction composed of didactic lectures and 
clinic-based experiences to nearly 100,000 nurse practitioners, physician 
assistants, and physicians working in public health or family planning clinics 
throughout the United States. These centers are comanaged by medical schools 
and local or state health departments, but have not, until recently, specifically 
provided training to medical students or residents in training. In contrast, the 
AIDS Education and Training Centers funded by the Health Resources and 
Services Administration have focused on training primary care providers, but 
have not generally offered STD-related training. The Health Resources and 
Services Administration puts most of its sexuality-related training funds into 
programs related to family planning and HIV infection to the exclusion of other 
STDs. Generally, the National Institutes of Health's funding for STD-related 
training is primarily directed at training researchers, not clinicians. 

To strengthen training of health professional students and trainees, the 
CDC plans a new initiative to support faculty positions in a limited number of 
medical centers to initiate clinical training of students and residents. However, 
the existing Regional STD Prevention Training Centers have not been 
adequately utilized to provide clinical training to health professional students 
and residents, who are often strongly motivated to obtain elective training in 
STDs. For example, the Seattlke STD Prevention Training Centers cannot 
accommodate most of the medical and physician assistants and residents who 
seek training and have actually reduced training for these groups during the past 
year (King Holmes, University of Washington, personal communication, 
August 1996). To the committee's knowledge, no specific agency is responsible 
for training medical or other health professional students. Medical school 
curricula, which address human sexuality, do so from a perspective of sexual 
dysfunction and sexual "deviance" rather than from a perspective of healthy 
sexuality. The CDC also supports training of disease intervention specialists, 
who generally coordinate HIV testing, provide patient education, and conduct 
partner notification for STDs, including HIV infection. This type of training 
support, however, is changing as described previously. 
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Advances in Information Technology 


Advances in information technology are having a dramatic impact on how 
health-related information is disseminated among health professionals and have 
increased opportunities for their education. Telemedicine is rapidly being 
employed, especially in rural areas, to increase access of primary care providers 
to the expertise of specialists in medical centers (IOM, 1996b; Crump and Pfeil, 
1995). The proliferation of the Internet has dramatically increased access to 
information that was previously only accessible at libraries and information 
reference centers. In addition, information technology has enabled many 
primary care professionals to learn new skills or improve current practice 
through distance learning activities such as televised courses. The CDC has 
recently initiated distance learning activities employing teleconferencing, use of 
the Internet, CD-ROM, and other information technologies to improve STD 
education. 


FUNDING OF SERVICES 


Federal, State, and Local Government Funding 


Publicly funded STD programs have had several notable successes (CDC, 
DSTDP, 1995). Beginning in the late 1940s, and continuing through the early 
1950s, aggressive national programs against syphilis succeeded in nearly 
eliminating early syphilis in the United States. Only 10 years after the number 
of cases of primary and secondary syphilis peaked at 94,957 cases in 1946, 
cases were reduced to 6,392 in 1956 (CDC, DSTDP, 1995). At that time, the 
apparent success of the program may have led to an assumption that syphilis 
was no longer a problem, with the result that funding was sharply reduced 
(CDC, DSTD/HIVP, 1995). Four years later, the number of cases of primary 
and secondary syphilis in the United States nearly tripled (CDC, DSTDP, 
1995). In the early 1970s, and continuing through the early 1980s, national 
programs against gonorrhea were also initiated. Along with a number of other 
factors such as the decreasing proportion of the population in the age groups at 
greatest risk, safer sexual practices related to HIV concerns, and changes in 
contraceptive methods, this national program contributed to a substantial 
decline in gonorrhea cases. The number of reported cases dropped 59 percent 
from 1,013,436 cases in 1978 to 418,068 in 1994 (CDC, DSTDP, 1995). 

In fiscal year 1995, the federal budget for the CDC's Division of STD 
Prevention, the lead federal agency for STD prevention, was $105.2 million. Of 
that amount, approximately $91.8 million (87 percent) was awarded in grants 
by the CDC to states and cities for STD prevention activities.° The National 
Institute of 


© The remaining amount of the appropriated funds ($13.4 million) supports CDC 
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Allergy and Infectious Diseases and other divisions at the National Institutes of 
Health, which are responsible for supporting most STD-related biomedical and 
clinical research activities in the federal government, invested approximately 
$105.4 million in the same year for biomedical and clinical research in STDs. In 
addition, other federal agencies, such as the Health Resources and Services 
Administration, Office of Population Affairs, the Health Care Financing 
Administration (primarily through its Medicaid program), and the Indian Health 
Service, all directly support or provide STD-related clinical services. The 
amount of funds that support STD-related services in these agencies, however, 
is unclear because such services are provided in the context of primary care or 
other programs and are not allocated or accounted for separately. The 
proportion of federal funds that is used to support prevention activities versus 
other services is likewise unclear, but it is reasonable to broadly categorize 
funds allocated for the Division of STD Prevention at the CDC and National 
Institutes of Health STD-related grants as related to noncurative prevention 
services and to research, respectively, and funds originating from the other 
federal agencies as primarily used to support clinical services for STDs. 

The precise amount of financial support for STD-related programs, 
including both curative and noncurative services at the state and local levels, is 
unknown because there is no matching requirement for most federal funding. 
State and local governments vary widely in their financial support for STD- 
related programs. Some jurisdictions spend several times more than they 
receive from the CDC, while others only provide a small proportion of the total 
funding for such programs in their area. Based on an informal CDC survey of 
state and local health departments regarding their contributions to STD program 
funding in 1994, the total state and local contribution to STD-related programs 
was approximately $125.6 million or approximately 58 percent of combined 
state, local, and federal funding (CDC, Division of STD Prevention, 
unpublished data, April 1994). State and local contributions, as a percentage of 
combined state, local, and federal funding in the respective area, ranged from 0 
percent ($0) to 90 percent ($22.7 million). These estimates are sensitive to 
variability in how STD program funding is categorized in state and local 
government budgets. However, in order to provide a rough estimate of public 
investment in STD prevention (including STD treatment),’ it is reasonable to 
use the estimated state and local contribution in 1994 ($125.6 million) and the 
actual CDC contribution to state and local STD programs in federal fiscal year 
1995 ($91.8 million). 


7 The term "STD prevention," as used in this report, refers to all interventions, 
behavioral, curative, or otherwise, that are needed to reduce the spread of infection in a 
population. Therefore, the estimate provided here represents public funding for all these 
types of interventions. The formula used for estimating public investment in STD 
prevention is as follows: Public investment = the CDC contribution to states/local 
ERS60 Aubimeniny pluesddkeCOUDCt sta ffESa{oport) furnd snpdu othe Ayer ed 7s titel ON! VERSE MNition. 
ONFARAMFore, total public investment in 1994 = $91.8 + $13.4 + $125.6 = $230.8 million. 
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Given the assumptions mentioned above, the total national public 
investment in STD prevention in fiscal year 1995 was approximately $230.8 
million, and approximately $105.4 million was invested in biomedical and 
clinical research in STDs. Comparing these estimates to the estimated total 
costs of selected STDs, excluding AIDS ($9.954 billion), the total cost 
associated with STDs in the United States in 1994 was approximately 43 times 
the total national public investment in STD prevention and 94 times the total 
national investment in STD-related research (Figure 5-3). Again, it should be 
noted that the estimate of public investment in STD prevention and research 
does not include all publicly funded prevention or research programs that are 
related to STDs or STD-related programs funded by the private sector.® 
Similarly, the estimate of total costs for STDs does not include costs for all 
STDs. Even if the true public investment in STD prevention and research is 
several times higher than that estimated by the committee, the public investment 
would still be extremely low compared to the total costs of STDs in the United 
States. 


Categorical Funding 


Funding for state and local health departments comes from the CDC 
cooperative agreements and state and local governments. The legislative 
authority for the prevention of STDs in the United States stems from Section 
318 of the Public Health Service Act, which authorizes the Department of 
Health and Human Services to make grants to and assist states, their political 
subdivisions, and public and nonprofit private entities for STD prevention 
research, demonstrations, public information and education programs, and 
training, education, and clinical skill improvement of health care providers. The 
Department of Health and Human Services is also authorized to make grants to 
states and their political subdivisions to carry out prevention programs. A list of 
prevention programs funded by the CDC's Division of STD Prevention in fiscal 
year 1996 is presented in Table 5-1. 

The Preventive Health Amendments of 1992 modified Section 318 and 
authorized the CDC to make grants and provide assistance for activities to 
reduce STDs that can cause infertility in women. These amendments also 
authorized grants for the purpose of conducting research to improve the 
delivery of STD-related infertility prevention services. 

Reimbursement for STD-related services in the private sector comes from 


8 For example, public investment in cervical cancer or hepatitis B prevention programs 
was not included because, as for many STDs that can be also transmitted by other means, 
it is not possible to determine the proportion of the program that is focused on prevention 
of sexually transmitted infections versus infections acquired by other means. In the case 
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third party reimbursement, such as private health insurance and Medicaid. STD- 
related care provided in community-based health facilities, such as family 
planning clinics and community health centers, receive federal and other 
support. Local health departments receive reimbursement for services provided 
by public STD clinics to persons with private insurance only to the extent 
allowed by law or under written contract. 


—_——————— 
The estimated total costs associated with STDs were more than 43 
and 94 times greater than the national public investment in 
STD prevention and research, respectively, in 1994 
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Figure 5-3 

Comparison of estimated annual direct and indirect costs for selected STDs 
and their complications in 1994 versus national public investment in STD 
prevention and research in federal fiscal year 1995. NOTE: The estimate for 
investment in STD prevention provided here represents public funding for all 
interventions, behavioral, curative, or otherwise, that are needed to reduce the 
spread of infection in a population. SOURCES: Total cost of illness estimate 
was calculated by the IOM Committee on Prevention and Control of STDs; 
estimate of federal, state, and local investment in STD prevention was based 
on unpublished data from the CDC, Division of STD Prevention, 1996; and 
estimate of national investment in research was based on unpublished data 
from the National Institutes of Health, 1996. 
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TABLE 5-1 STD Prevention Programs Funded by the Division of STD Prevention, 
Centers for Disease Control and Prevention (CDC), Fiscal Year 1996 


Program Funding Level ($) 
Preventive Health Services 

STD Accelerated Prevention Campaign 69,954,310 
Prevention of Infertility Caused by STDs 9,798,309 


Intra-agency Agreement: Office of Population Affairs and the 1,700,000 
CDC 


The National AIDS, STD, and National Immunization 715,390 
Program Hotline 


Intra-agency Agreement: Indian Health Service (IHS) and the 325,000 
CDC 


Human Resources Development 


STD/HIV Prevention Training Centers 4,008,547 
Public Health Graduate Training Certification Program 2,965,623 
Sexually Transmitted Diseases Faculty Expansion Program 648,070 
Association of Schools of Public Health (ASPH) 400,000 
Association of Teachers of Preventive Medicine (ATPM) 22,500 
Extramural Research and Demonstrations 

STD Accelerated Prevention Campaign Enhanced Projects 1,463,510 
Research and Evaluation Issues in Prevention of Infertility Due 1,275,000 
to STDs 


STD Accelerated Prevention Campaign: Enhanced Projects for 1,025,188 
STD Prevention in High-Risk Youth 


Innovations in Syphilis Prevention in the United States: 1,000,000 
Reconsidering the Epidemiology and Involving Communities 


Development and Feasibility Testing of Interventions to 750,000 
Increase Health-Seeking Behaviors in, and Health Care for, 
Populations at High Risk for Gonorrhea 


STD APC Enhanced Projects: Jail STD Prevalence Monitoring 125,000 
Total Program Funding 96,176,447 


SOURCE: CDC, Division of STD Prevention. Unpublished data, October 1996. 


Block Grant Proposals 


Current proposals from the Department of Health and Human Services 
would consolidate many federal categorical programs into block grants that 
each state would allocate among competing health needs and among local 
public and private sector agencies. A Senate legislative proposal would 
consolidate and replace 12 CDC categorical programs with 1 or 2 block grants. 
The Department of Health and Human Services advocates consolidating these 
CDC programs into three new public health "Performance Partnership Grants," 
including one for HIV/AIDS, STD, and TB. Performance Partnership Grants 
are essentially block grants that 
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require states to set health objectives in an interactive process with the 
Department of Health and Human Services, providing some federal oversight 
but few constraints on state policies, programs, or funding. 


Arguments for Block Grants 


Proponents of block grants argue that categorical funding has forced 
programmatic rigidity and excess administrative costs on local programs. 
Categorical funding, proponents of block grants argue, imposes a bureaucratic 
straitjacket on public health and safety-net programs, forcing local programs 
and services into one-size-fits-all national models, ignoring local conditions and 
slowing innovation. In addition to restraining innovation and modifications to 
meet local needs, grant applications for federal funding are time-consuming, 
imposing substantial administrative costs on local agencies. State allocation of 
block grant funds may simplify the application process. 

Categorical funding also encourages narrowly defined programs even 
when it is logical to merge staff and services. For example, many states have 
kept HIV and STD prevention programs completely separate, although most 
observers acknowledge that it is logical to coordinate programs to prevent HIV 
infection and other STDs because they share common modes of transmission 
and risk groups and many common interventions. By measuring accountability 
in terms of the number of persons who receive a service or educational 
program, federal categorical funding encourages state and local agencies to 
keep programs separate. 

Some observers believe that block grants will free local communities from 
the rigidity and administrative burdens of categorical funding. States, they 
argue, will allocate funds based on locally and professionally determined health 
and social needs and will be responsive to state and local conditions. Whereas 
categorical programs subordinate local needs to uniform federal requirements 
imposed by distant bureaucrats, block grant supporters believe state officials 
will allocate federal and state moneys guided by the technical assessments of 
state health agencies, the judgments of the public health professionals, and the 
views of local communities. 


Arguments Against Block Grants 


Opponents of consolidating STD funding into a block grant along with 
other public health programs believe that STDs will suffer in competition with 
less controversial public health problems or other state priorities. In the real 
world of allocating budgets and setting priorities, they are concerned that 
elected state officials will make funding decisions based more on political 
considerations than on assessments by public health professionals and agencies. 
STD programs traditionally have weak political constituencies and will suffer in 
competition with 
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programs that have powerful constituencies. As discussed in Chapter 3, 
advocacy for STD funding has been traditionally weak because many patients 
infected with STDs are unaware of the infection, and those who are rarely want 
to disclose their infection in public, let alone organize public support for STD 
funding. 

Opponents of block grants are particularly concerned that socially 
conservative interest groups will prevail in lobbying against STD programs at 
the state level. Allowing states to set funding allocations would also increase 
the already wide variability in STD programs among the states, because some 
states may seriously neglect STD programs. In addition, consolidating STD 
funding into a block grant may also result in the dissolution of the relatively 
weak constituency groups fighting for STD funding. The Coalition to Fight 
STDs, an alliance of more than 40 groups organized by the American Social 
Health Association, monitors public sector efforts against STDs and advocates 
at the national level for funding for STD prevention, treatment, and research. 
STD coalitions at the state or local level are rare, although they are emerging in 
some states, such as North Carolina, to improve STD funding. 

Lastly, opponents suggest that past experience with other block grants may 
portend the fate of STD programs in a consolidated state grants program. For 
example, in 1981, the categorical Lead-Based Paint Poisoning prevention 
program was folded into the newly created Preventive Health and Health 
Services block grant, and the Urban Rodent Control program was folded into 
the new Maternal and Child Health block grant. These efforts lost funds in 
virtually all states after the federal categorical programs that funded these 
services were folded into the block grants. Both of these programs were widely 
viewed as federal "big-city" programs that found little support in state 
legislatures dominated by rural representation. Programs that had state support 
before the advent of federal categorical programs fared better than those that 
previously had little or no state funding (U.S. General Accounting Office, 1984; 
Peterson et al., 1986; Elling and Robins, 1991). 


CONCLUSIONS 


Current STD prevention services comprise several disjointed components, 
including provision of clinical services, disease surveillance and information 
collection activities, training and education of health care professionals, and 
funding of activities and programs. Although these components are largely 
publicly sponsored programs, they involve all levels of government and the 
private sector. 

Dedicated public STD clinics have been instrumental in public efforts 
against STDs since they were established several decades ago. The quality and 
effectiveness of services delivered in these settings, however, are extremely 
variable and clearly need significant improvement. Until universal health care 
coverage is implemented in the United States, the function of public clinics as 
providers of 
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care to the uninsured will need to be preserved. Unlike dedicated public STD 
clinics, community-based clinics and private health plans provide STD-related 
services in the context of primary care. However, the scope and quality of 
services provided in these environments are unknown. It is evident that clinical 
preventive services in both public and private health care settings need to be 
expanded and improved. Risk assessment and counseling to effect behavior 
change remain underutilized by primary care professionals, in part because the 
providers are poorly trained in their use. 

Data regarding the scope and quality of STD-related services among 
managed care organizations and other health plans are limited, but data 
collected by the committee and other information suggest that, with several 
notable exceptions, even managed care organizations that serve high-risk 
populations are not providing comprehensive services to infected persons and 
their partners in a consistent manner. Most managed care organizations and 
other health plans do not currently give STDs sufficiently high priority. One of 
the more notable potential advantages of increasing the role of managed care 
organizations in providing STD-related services is the opportunity to increase 
accountability, particularly with the support of employers and other purchasers 
of health care. The traditional role of dedicated public STD clinics and some of 
the functions of public health agencies will likely change given the national 
trend towards managed care, especially the increasing enrollment of Medicaid 
beneficiaries into managed care plans. This change in the health care delivery 
environment is both an opportunity to improve services and a cause for concern 
that the "safety net" for essential public health services will be eroded. 

Surveillance and information systems provide the basis for public health 
decision-making and function as the backbone for an effective system of STD 
prevention. An extensive system of data collection has been developed based on 
passive surveillance (with biases and incomplete data), sentinel surveys, and 
population-based surveys. However, specific improvements in _ these 
components are needed. Improvements are also needed in the current system for 
training and educating health professionals to deliver high-quality STD-related 
clinical services. 

Even in an era of shrinking federal and state budgets, the current 
investment in STD prevention is extremely low when compared to the 
enormous economic consequences of these diseases. Proposals to consolidate 
federal funding for STD programs to the states in the form of block grants have 
serious flaws, given the lack of adequate accountability. The current system of 
categorical funding, however, needs to be substantially improved. 
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6 


Establishing an Effective National System 
to Prevent STDs 


The committee concludes that prevention of STDs is technically feasible 
today in the United States, but an effective national system for STD prevention 
currently does not exist, and, as a result, STDs are a severe health burden in the 
United States. Many components of an effective system for STD prevention 
(described in Chapters 4 and 5), such as a surveillance system to measure STD 
incidence, public and private sector clinical services, and public education 
programs, exist in many areas in various stages of development, but these and 
other components are neither adequate nor coordinated locally, statewide, or 
nationally. 

As outlined in the previous chapters, the current strategy for preventing 
STDs is based primarily on categorical STD programs run by state and local 
health departments with guidance and funding from the CDC. Other federal 
agencies, including the U.S. Department of Justice (Bureau of Prisons), the 
Agency for Health Care Policy and Research, the Food and Drug 
Administration, the Health Care Financing Administration, the Health Services 
and Resources Administration, the Indian Health Service, the National Institutes 
of Health, the Office of Population Affairs (Department of Health and Human 
Services), and the Substance Abuse and Mental Health Services Administration, 
also provide or support STD-related services or research, as do their state and 
local counterparts. 

Public health agencies, private practitioners and medical groups, and 
community-based clinics all provide STD-related services, but many providers 
work in relative isolation. Dedicated public STD clinics, family planning 
clinics, and other community-based clinics serve the uninsured and other 
populations at high risk for STDs, but often do not coordinate their services. 
Publicly sponsored STD 
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programs consider containment of STDs to be their primary mission, but 
collaborate with other public sector health programs infrequently and even less 
often with private sector health programs. Federal demonstration projects to 
prevent infertility associated with chlamydial and gonococcal infections, 
however, are beginning to improve service coordination among family planning 
clinics, dedicated public STD clinics, and public sector laboratories. In addition, 
private sector health care professionals often do not recognize the importance of 
their role in preventing STDs. 

The lack of an effective system is particularly acute for noncurative 
prevention programs for STDs, which are far less developed than programs for 
curative services. In addition, despite the interrelationship between STDs, HIV 
infection, unintended pregnancy, and cancer, prevention programs for these 
health conditions are typically neither integrated nor coordinated. 

The fragmented system of STD-related services directly hinders effective 
prevention of STDs in many ways. For example, as described in Chapter 5, the 
national surveillance system collects information regarding reportable STDs 
among persons who use public STD clinics and community-based services. 
However, information about the privately insured population is incomplete 
because many private clinicians do not report STD cases and some cases are 
presumptively treated. Without a comprehensive system for surveillance that 
involves all potential caregivers for STDs, it is difficult to accurately monitor 
disease trends or effectiveness of interventions. 

A fragmented system of clinical services can result in lapses in coverage 
and ineffective treatment. As documented in Chapter 5, STD-related clinical 
care is provided by a variety of clinicians in many settings, and the training of 
these clinicians, including physicians, in diagnosis, treatment, and prevention of 
STDs is inadequate. Despite the growing role of private sector primary health 
care professionals in delivering services, there are large gaps in health 
professional school training and continuing education regarding STD-related 
skills. Inadequate training and poor awareness of STDs perpetuates the lack of 
involvement in prevention activities, such as evaluation and treatment of sex 
partners, by health plans and private practice clinicians. Inadequate training and 
poor awareness of STDs among health care professionals also result in 
clinicians who may fail to diagnose and treat STDs or do not have the skills or 
confidence to promote behavior change in their patients. The failure to 
adequately diagnose and treat STDs or become involved in certain prevention 
activities, therefore, leads to lost clinical opportunities to prevent STDs, and 
thus, to incomplete or fragmented clinical services. 

As discussed in Chapter 5, because health plans do not assume 
responsibility for those who are not plan members, there is no assurance that 
sex partners of infected plan members will receive appropriate evaluation and 
treatment. In prisons and jails, prisoners may be screened and found to be 
positive for an STD, but may be released before treatment is given. Without 
linkages to community providers, 
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their infections will likely go untreated and spread to others in the community at 
large. As a final example, a fragmented system of information and educational 
services for STDs can result in inadequate awareness and misperceptions of 
risk. Data presented in Chapters 3 and 4 show that awareness of STDs in the 
United States is low and misperceptions of risk are common, even among those 
at highest risk for STDs. This is likely a result of the lack of open public 
education about STDs and the failure of the mass media to provide accurate 
information regarding the consequences of high-risk sexual behavior. 

To develop an effective system for STD prevention, many existing 
programs need to be redesigned and improved through innovative approaches 
and closer collaboration. In addition, new programs and initiatives that address 
important gaps in the current fragmented system of prevention services need to 
be designed and implemented. In this chapter, the committee proposes an 
effective national system of STD prevention that can be developed from the 
currently fragmented set of services and funding streams for STDs. Unless 
otherwise indicated, the background and support for the committee's strategic 
plan for reducing the adverse health and economic impact of STDs in the 
United States are found in Chapters 2 through 5. 


LAYING THE FOUNDATION FOR A NATIONAL SYSTEM 


In formulating a national strategy to prevent STDs, the committee 
developed the following vision statement and principles to guide its 
deliberations (Box 6-1). 

To realize this vision, the committee recommends that: 


¢ An effective national system for STD prevention be established in the 
United States. 


The committee uses the word "system" to describe an interacting or 
independent group of services and organizations that function as a whole. By an 
"effective" system, the committee means a system that is coherent, 
comprehensive, and coordinated. A coherent system is founded on a clear 
strategy for prevention that ensures that the components of the system are 
logically consistent and synergistic. A comprehensive system fully utilizes all 
types of relevant approaches and effective interventions. A coordinated system 
ensures that the components of the system relate to each other in order to 
maximize efficiency and effectiveness. By a "national" system, the committee 
means a system that is based on a national policy coordinated at all levels and 
composed of local, state, and national (including federal) programs. A 
nationally coordinated system is necessary because STDs are a threat to the 
nation's health and do not recognize geographic borders. In addition, many 
interventions are most effectively or efficiently developed and implemented at 
the national level. It is expected that state and local systems will be developed 
and implemented concurrently and coordinated at all levels. Coordination 
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of interventions for HIV infection and other STDs, in particular, is an important 
aspect of an effective national system. 

An effective national system for STD prevention should: (a) provide 
comprehensive curative and noncurative preventive services; (b) provide STD- 
related services in the context of primary care; (c) coordinate public and private 
sector services; (d) coordinate local, state, and federal programs; and (e) ensure 
universal access to STD-related services for all persons in the United States. 
The committee proposes a model for carrying out the functions of a national 
system for prevention in the context of community and individual roles and 
responsibilities in Figure 6-1. 

In the context of the model, the term "community" refers to all persons and 
entities that have a potential role in STD prevention besides the individual. The 
committee's model is based on the recognition that both individuals and the 
community have a role and responsibilities in preventing STDs. In some cases, 
such as reducing high-risk behaviors, the degree of individual responsibility 
may exceed that of the community. Even then, however, the community plays a 
role in setting social norms and providing the knowledge and resources needed 
for behavior change to occur. In other cases, such as ensuring access to health 
care, the community's responsibility is clearly greater. Many responsibilities 
and functions are best shared; many overlap and are related; and some will 
likely change as the system evolves or as conditions warrant. In addition, 
responsibilities for specific functions need to be tailored to the local community 
environment. In the case of STDs, the committee believes that communities 
have a special responsibility to become involved because STDs and other 
communicable diseases threaten the health of the community at large, not just 
the infected individual. In addition, many of the underlying factors that 
contribute to the STD epidemic, such as lack of awareness, lack of access to 
health care, and unbalanced messages regarding sexual behavior, are most 
effectively addressed through community-based interventions. 

The committee believes that it is inappropriate to advocate that the STD 
epidemic be solved by individuals without the support of community 
interventions. It is the community's responsibility to provide individuals with 
the support, information, and tools that are needed to prevent STDs. Many 
factors that are often beyond the control of the individual, especially 
sociocultural factors, directly influence individual behavior and risk of STDs 
(Wasserheit, 1994). 

It has been proposed that the various biomedical and behavioral health 
professionals currently involved in STD prevention, including clinicians, 
epidemiologists, public health workers, microbiologists, psychologists, and 
social scientists, develop and participate in interdisciplinary approaches to 
prevention (Sparling and Aral, 1991). The committee proposes that an even 
wider range of individuals and institutions is needed. In addition to the 
professionals mentioned above, health plans, pharmaceutical and medical 
device companies, educators, and other individuals and entities that have not 
traditionally been involved in 
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STD prevention should also become involved. These include mass media 
companies, social service agencies, employers and businesses, labor unions, 
religious organizations, and other community-based organizations. A list of 
potential stakeholders in the community envisioned in the model system is 
presented in Table 6-1. Given the wide spectrum of stakeholders in STD 
prevention, the committee advocates a substantial emphasis on coordination and 
collaboration (IOM, 1996a). 


BOX 6-1 VISION AND GUIDING PRINCIPLES FORA 
NATIONAL SYSTEM FOR STD PREVENTION 


Vision 

An effective system of services and information that supports 
individuals, families, and communities in preventing STDs including 
HIV infection, and ensures comprehensive, high-quality STD-related 
health services for all persons 

Guiding Principles 

Prevention 

STDs can be prevented by implementing individual- and 
population-based interventions that: 


e decrease exposure to infected persons by delaying sexual 
intercourse among adolescents and by reducing the prevalence of 
high-risk sexual behaviors; 

decrease the probability of STD transmission during sexual 
intercourse by promoting the use of barrier methods, especially 
condoms; and 
decrease the duration of infection by improving knowledge and 
promoting awareness of STDs and their consequences; promoting 
utilization of health care services for symptoms of STDs; 
encouraging early detection and effective treatment; and ensuring 
access to essential clinical services. 

Responsibility 

In an effective system for STD prevention: 


individuals and the community share responsibility for prevention; 
the community has a responsibility to promote social norms that 
encourage 


The committee's proposed system is founded on the simple infectious 
disease prevention model of (a) preventing exposure to infection, (b) preventing 
acquisition of infection when exposed, and (c) preventing transmission to others 
once infected. In this system, there are multiple points at which to intervene and 
multiple approaches or interventions at both the individual and the community 
levels. Programs that focus only on preventing exposure, acquisition, or 
transmission are unlikely to succeed because no single intervention is totally 
effective in isolation. Although existing interventions are not perfect, they can 
have an additive impact in reducing the risk of STDs in the population (Cates, 
1996). Therefore, 
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healthy sexual behaviors and to provide access to education, 
services, and resources that enable individuals to adopt these 
behaviors; 

individuals must have the necessary knowledge, skills, and 
resources to practice healthy behaviors in order to assume full 
responsibility for their health; and 

the public sector is ultimately responsible for preventing 
transmission of communicable diseases in the population. 

Implementation/Operational Issues 

An effective system for STD prevention should have: 


strong leadership; 
integrated and coordinated components; 
programs for monitoring access and performance and for ensuring 
quality of services; 
comprehensive educational programs for all persons; 
interventions that are multisectoral (e.g., involve both private and 
public sectors in health, education, and other sectors), 
multidisciplinary (e.g., involve health professionals from various 
disciplines as well as nonhealth professionals), and multifaceted 
(e.g., involve coordinated behavioral and biomedical approaches); 
and 
partnerships among the various stakeholders in the community. 
Access and Financing 
An effective system for STD prevention should have: 


curative and other preventive services that are confidential, 
comprehensive, of high quality, and accessible to all, particularly 
the uninsured, adolescents, and disenfranchised groups; 

no financial disincentives for accessing essential services, 
especially those that have a potential impact on the spread of 
disease and 
adequate and reliable funding. 


resources committed to multiple intervention points are necessary. An 
effective system must have both behavioral and biomedical approaches that are 
complementary and intertwined. Biomedical interventions may be ineffective 
without behavioral components to support them, and behavioral approaches 
must incorporate biomedical tools for prevention. 

The committee's model is consistent with the multifaceted, holistic 
approaches for STD and HIV prevention previously advocated by several 
experts in STDs (Sparling and Aral, 1991; Wasserheit, 1994; Stryker et al., 
1995; Cates, 1996). Similar approaches cited in Chapter 4, such as Wisconsin's 
comprehensive chlamydial prevention program, have been successful. While 
primarily a screening program, this initiative included public-private 
partnerships, leadership from legislators, expanded laboratory — services, 
expanded screening in family planning and STD clinics, education of health 
care professionals, and integrated information systems. Another example of a 
successful multifaceted program implemented on a national level is the Thai 
"100% Condom Program" as described 
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FIGURE 6-1 A model for community and individual roles and responsibilities 
in STD prevention. 
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TABLE 6-1 Potential Community Stakeholders in STD Prevention 


Academic Health Centers 


Schools of medicine, dentistry, nursing, pharmacy, public health, allied health, and 
related other health-disciplines 


Biomedical and Social Science Researchers 

Universities; private industry; government agencies 
Biomedical Industry 

Pharmaceutical, biotechnology, and medical device companies 
Businesses and Organized Labor 

Small businesses; corporations; labor unions 

Clinical Laboratories 

Public sector laboratories; hospital and private laboratories 
Community-Based Organizations 


Voluntary organizations; churches, synagogues, and other religious organizations; 
private social service agencies and programs for women, children, runaways, 
homeless, migrants 


Government Agencies and Programs 


Federal agencies (e.g., AHCPR, CDC, FDA, HCFA, HRSA, IHS, NIH, SAMSHA, 
Department of Justice); state and local health departments; government social service 
agencies and programs for special populations (e.g., women, children, runaways, 
homeless, migrants) 


Health Care Professionals and Organizations 


Physicians, nurses, pharmacists and other health care professionals; managed care 
organizations and other health plans; hospitals (emergency rooms); community 
health centers; health professional organizations, including medical societies and 
member organizations 


Health Programs for High-Risk Populations 


Juvenile detention health services; jail and prison health services; drug and alcohol 
treatment programs; migrant health programs; health programs for the homeless 


Individuals and Families 

Mass Media 

Television; radio; print and electronic media; commercial sponsors and advertisers 
Policymakers 


Federal, state, and local legislators; government health agency leaders; private health 
care sector leaders 


Private Foundations 
Purchasers of Health Services 


Private employers; government employee benefits groups; purchasing coalitions; 
Medicaid and other publicly sponsored programs 


School-Based Programs 

K-12 school-based programs; educators; school administrators; school boards; 
college and university health services 

STD-Related Programs and Clinics 

Dedicated public STD clinics; family planning clinics, prenatal clinics, HIV clinics 
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in Chapter 4. With a mass media advertising campaign to change risky 
sexual behaviors, increased access to condoms, and_ environmental 
interventions, this initiative seemed to be highly successful because it involved 
high-level government and community leaders, different sectors of government 
(e.g., health, education, and law enforcement agencies), and businesses (owners 
of commercial sex establishments). Coupled with programs to provide STD- 
related services, this initiative led to substantial positive behavior change 
among young men, and the incidence of HIV infections declined. 


Formulating a National Policy and Strategy 


A national system for STD prevention must be based on sound national 
policy and a coherent strategy. Currently, a comprehensive national policy 
regarding STD prevention does not exist. The elements of a national strategy to 
prevent bacterial STDs are more fully developed than those needed to prevent 
viral STDs, for which a national strategy for prevention is not well articulated. 
Furthermore, a national strategy to prevent STD risk behaviors has not been 
developed. Since almost all sexually transmitted pathogens that infect people do 
not have animal reservoirs, many STDs can theoretically be eradicated. 
Although this goal is probably not attainable in the near future for many STDs, 
it may be an appropriate intermediate-term goal for some STDs. For example, 
Sweden has virtually eliminated transmission of three major STDs (syphilis, 
gonorrhea, and chancroid) among the native population, and several U.S. states 
have reduced transmission of syphilis and chancroid to very low levels. The 
committee believes that elimination of ongoing transmission of syphilis within 
the United States is an attainable goal that should now be attempted. 

To establish a national system for STD prevention, the committee 
recommends four major strategies for public and private sector 
policymakers at the local, state, and national levels: 


1. Overcome barriers to adoption of healthy sexual behaviors. 

2. Develop strong leadership, strengthen investment, and improve 
information systems for STD prevention. 

3. Design and implement essential STD-related services in innovative ways 
for adolescents and underserved populations. 

4. Ensure access to and quality of essential clinical services for STDs. 


The establishment of an effective national system for STD prevention and 
implementation of these strategies is a difficult, long-term process that involves 
intermediary steps. Efforts consistent with these strategies should be initiated 
immediately and concurrently. The committee suggests that the Department of 
Health and Human Services consider the goals and strategies outlined in this 
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report in developing and updating its national health objectives (e.g., Healthy 
People 2000) related to STDs. 

In the committee's strategic plan for an effective national system for STD 
prevention, four strategies and a number of tactics are presented. Because of the 
comprehensive nature of the committee's approach, implementation of all the 
recommended tactics may seem daunting to some communities. While the 
committee believes that each component of the national system identified in its 
deliberations is essential to preventing STDs, it recognizes that not all 
communities will be able to, or need to, implement every tactic described in this 
chapter. In addition, it is likely that many communities will need to adapt some 
of the committee's recommendations to maximize their effectiveness under 
local conditions. The committee purposely has not prioritized the 
recommendations in this report because it believes that this process should be 
locally driven. Which interventions are most effective for a particular 
community will vary depending on the local epidemiology of STDs, the status 
of STD-related services, and the prevalence of STD risk behaviors. For 
example, in areas where rates of STDs and risky behaviors are low and access 
to clinical services for STDs is problematic, improving training of and access to 
primary care providers and interventions to maintain low rates of risky 
behaviors may be emphasized. In contrast, in communities where rates of STDs 
and risky behaviors are high, outreach to health plans, improving public STD 
clinics, and community-based behavioral interventions may be priorities. The 
committee proposes that the local health department and community 
representatives collaboratively prioritize the recommended tactics in this chapter. 

The committee's recommendations for accomplishing its vision for STD 
prevention are presented in the remainder of this chapter. Before turning to 
these recommendations, however, the committee first discusses and makes 
recommendations about two important concepts that need to be considered in 
formulating a national strategy for STD prevention: the impact of STDs on HIV 
transmission and the impact of STDs on cancer. 


Recognizing the Impact of STDs on HIV Transmission 


Studies cited in Chapter 2 show that STDs increase the risk of HIV 
acquisition and transmission. Individuals infected with an STD are more likely 
to acquire HIV infection when exposed, and individuals coinfected with HIV 
and another STD are more likely to transmit HIV to their sex partners. 
Mathematical models and epidemiologic and biologic data collectively provide 
strong evidence that improved prevention of STDs would reduce sexual 
transmission of HIV in this country. A major study has shown that improved 
management of STDs through extensive training of primary health workers, 
ensuring treatment for STDs, and promoting health-seeking behavior for STDs 
can significantly reduce the incidence of HIV infection in communities 
(Grosskurth et al., 1995). Although initial studies documenting the impact of 
STD prevention on HIV transmission 
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have been conducted in other countries, current estimates suggest that a large 
proportion of heterosexually transmitted HIV infections could be prevented by 
reducing the prevalence of STDs in the United States. 

The interrelationship between HIV infection and other STDs is clearly 
documented and supports the concept that prevention of other STDs should be 
an essential component of HIV prevention programs. As discussed in Chapters 
2 and 3, many of the populations at high risk for STDs are also at high risk for 
HIV infection. Interventions designed to increase awareness of HIV infection or 
other STDs and to reduce high-risk sexual behavior (such as condom 
promotion) are likely to have a positive impact on prevention of both HIV 
infection and other STDs. Therefore, programs for HIV and STD prevention, 
especially those focused on similar populations, need to be coordinated to 
maximize the effectiveness and efficiency of both intervention efforts. 
Educational programs for HIV prevention should disseminate information 
related to other STDs without making the message too diffuse. Examples of 
public messages that may not be widely known include: (a) HIV infection is not 
the only STD with serious health consequences, (b) other STDs increase the 
risk for HIV infection, (c) condoms and safer sex behaviors prevent both HIV 
infection and other STDs, (d) the cardinal signs of STDs (e.g., genital sores or 
discharge or pelvic pain in women), and (e) prompt treatment for STDs 
prevents complications. Similarly, STD and HIV surveillance systems and 
research studies need to improve monitoring and assessment of the impact of 
interventions on both HIV infection and other STDs. For example, population- 
based serosurveys for HIV infection should also include testing for other STDs, 
and both HIV and other STD infection rates should be used as outcome 
measures when evaluating effectiveness of interventions as appropriate. The 
committee also believes that greater access to STD-related services in clinical 
HIV programs could reduce sexual transmission of HIV. 

During the past several years, far more attention has been given to 
developing HIV prevention than to other STD prevention programs. The strong 
interest in HIV prevention is justified, but inadequately addresses the 
prevention of other STDs. HIV prevention programs should support the 
incorporation of STD prevention activities into HIV prevention efforts. It is 
important to integrate and coordinate STD and HIV prevention activities 
without weakening either effort. The intent of the committee is not to divert 
resources away from HIV prevention efforts to prevention of other STDs, but 
rather to increase investment in prevention of all STDs. 

Therefore, the committee makes the following recommendation: 


¢ Improved prevention of STDs should be an essential component of a 
national strategy for preventing sexually transmitted HIV infection. As 
part of this effort, federal, state, and local health agencies should review 
current HIV and STD programs and should coordinate STD and HIV 
activities related to health education and prevention, clinical services, 
surveillance, and research and 


EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:57 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


ala 


AGASAMEB > FE SeMtatb taht Ee HieAAaN AAR Sst MeSH CR cha sacr HBHCSEMMEM THESE Ce, aco dhe eH LB OrighreMt JaberssSaeHbt trom the 


r 


ight 
righ 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


fo BPE 


About taeyBght 9/d 997 iNatlonaly 
original Rods H ng ert Jpabhy 


ESTABLISHING AN EFFECTIVE NATIONAL SYSTEM TO PREVENT STDS 231 


evaluation that focus on similar populations. The Health Resources and 
Services Administration and the CDC should develop financial incentives 
for communities to demonstrate coordination of STD- and HIV-related 
services. At a minimum, health agencies should ensure that: 


1. educational activities for STD and HIV prevention focused on similar 
populations include information on both HIV infection and other STDs; 

2. HIV prevention programs incorporate STD prevention activities and 
commit necessary resources to improve these activities; 

3. program managers of STD- and HIV-related programs develop a formal 
mechanism for regular communication and for coordinating program 
planning, implementation, and evaluation; 

4. STD and HIV program staff are educated regarding the relationship 
between STDs and HIV transmission; 

5. clinicians are educated about the importance of early diagnosis and 
treatment of STDs to reduce the risk of sexually transmitted HIV infection; 

6. public STD and HIV clinics, including HIV testing and counseling sites, 
provide both STD- and HIV-related clinical services to the extent 
appropriate for the clinical setting; 

7. HIV and STD surveillance and data collection activities gather 
information on both HIV and other STDs when appropriate; 

8. epidemiological, behavioral, and biomedical studies examine the 
relationship between HIV infection and other STDs; 

9. evaluations of STD and HIV interventions examine the impact of the 
interventions on both HIV infection and other STDs; and 

10. HIV/AIDS clinical programs in health plans are encouraged to provide 
clinical services for other STDs, and HIV prevention programs in health 
plans also provide interventions for other STDs. 


Recognizing the Impact of STDs on Cancer 


Several cancers, including cervical, liver, and other cancers, are associated 
with sexually transmitted infections that are typically acquired during 
adolescence or early adulthood. The association between STDs and cancer 
supports the incorporation of STD prevention information, especially 
information regarding human papillomavirus and hepatitis B virus infection, 
into appropriate cancer prevention programs. Specific strategies now available 
for preventing STD-associated cancers that should be expanded include 
behavioral interventions to prevent risky sexual behaviors, Pap smears for early 
detection of cervical cancer in women not currently reached by existing 
programs, and hepatitis B vaccination. Supporting STD prevention as a strategy 
for preventing cancer is indicated because many STD-related cancers are not 
curable and are potentially fatal. In addition, preventing and treating STDs is 
less costly than treatment for cancer. 
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The role of STDs in cervical, liver, and other cancers is not well 
recognized by health professionals and the public, and information regarding 
this link needs to be disseminated widely. 

Therefore, the committee makes the following recommendation: 


¢ Government agencies and private organizations concerned with cancer 
prevention should support STD prevention activities as an important 
strategy for prevention of STD-related cancers. Agencies and 
organizations that fund research and other activities in cancer prevention 
(e.g., the National Cancer Institute at the National Institutes of Health, the 
American Cancer Society) should support biomedical and prevention- 
oriented research and programs related to STDs, and they should expand 
their public education efforts to include prevention of STDs as a means of 
preventing cervical, liver, and other STD-related cancers. As with the 
prevention of many cancers, prevention efforts for STD-related cancers 
should focus on the challenge of linking behaviors initiated during 
adolescence and young adulthood with health consequences that manifest 
much later in life. 


The committee's discussion of, and recommended tactics for 
implementing, its four strategies for establishing a national system for STD 
prevention are now presented. 


STRATEGY 1 PROMOTE HEALTHY SEXUAL BEHAVIORS 


Strategy 1 is to overcome barriers to adoption of healthy sexual 
behaviors. Barriers to effective STD prevention efforts include biological, 
social, and structural factors. Biological factors reviewed in Chapters 2 and 3 
include preexisting or concurrent STDs, the impact of asymptomatic infections, 
the long lag time to clinical complications, increased susceptibility of women 
and female adolescents to sexually transmitted pathogens, lack of curative 
treatment for viral STDs, lack of vaccines against most STDs, and 
immunological factors. Many of these factors are difficult to alter. In addition, 
some social factors, such as poverty, inadequate access to health care, substance 
use, sexual abuse, and violence, are enormously complex issues, with solutions 
beyond the scope of this committee. However, the committee believes that the 
major social factor that contributes to the STD epidemic-the reluctance of 
American society to openly confront issues regarding sexuality and STDs-can 
eventually be overcome by a concerted long-term national effort. This issue is a 
major focus of Strategy 1. Tactics for addressing structural factors, such as the 
organization of clinical services, are described under Strategy 4. 

Under Strategy 1, the committee recommends that (a) a new social norm of 
healthy sexual behavior be established, (b) knowledge and awareness of STDs 
be increased; (c) the mass media assist in efforts to reduce risky sexual 
behaviors; 
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(d) clinicians and others be trained to address sexual health issues; and (e) 
research regarding sexual health behaviors be supported. 


Catalyzing Change Through Open Discussion 


A new social norm of healthy sexual behavior should be the basis for long- 
term prevention of STDs. This is because, as discussed in Chapter 4, in one way 
or another, all interventions to prevent STDs are partly dependent on, and must 
be integrated with, healthy behaviors. Despite the progress made in improving 
awareness of protective behaviors as a result of HIV prevention efforts in recent 
years, there is still a substantial gap between current practices and the desired 
social norm of healthy sexual behavior. 

The committee expects that the definition of "healthy sexual behavior" and 
its interpretation will vary substantially among individuals and communities. 
The National Commission on Adolescent Sexual Health has identified the 
characteristics and behaviors of a "sexually healthy adolescent" in the context of 
the adolescent's relationship to self, parents and other family members, peers, 
and romantic partners (NCASH, 1995). The committee believes that many of 
the attributes and characteristics of a "sexually healthy adolescent" that are 
described in this consensus statement, which has been endorsed by 48 national 
organizations, also are relevant in considering the parameters and components 
of a social norm of healthy sexual behavior for adults. 

It is clear that a new social norm regarding healthy sexual behavior is a 
long-term goal, and cannot occur without intermediate steps and bold 
initiatives. In order for societal norms regarding sexual behavior to change, 
open discussion of and access to information regarding sexual behaviors, their 
health consequences, and methods for protecting against STDs must occur. 
These issues need to be openly discussed in both private (between partners and 
among families) and in public arenas. Open discussion is important because 
history has shown that moralistic approaches against STDs, including 
censorship, have hindered the ability of public health officials and programs to 
successfully prevent these diseases. The means to achieve a new norm of 
healthy sexual behavior include mass media interventions, school-based 
programs, and population- and individual-based interventions. The committee 
makes specific recommendations regarding these efforts later in this chapter. In 
Chapter 3, the committee showed how constraints on acknowledging and 
discussing issues related to sexuality impede sexuality education programs for 
adolescents, hinder communication regarding protective behaviors between sex 
partners, promote misleading messages from mass media, and hamper 
education and counseling activities of health care professionals. Little is known 
about the basis for the reluctance of many in American society to acknowledge 
and openly discuss sexuality and its health consequences. In addition, lack of 
open communication and information regarding sexuality fosters 
misperceptions and may actually encourage high-risk sexual behaviors. 
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The committee believes that a significant national Campaign to catalyze 
social change toward a new norm of healthy sexual behavior in the United 
States is necessary. Highly visible leadership and active participation of 
nationally recognized opinion leaders are particularly important in promoting 
open public discussions regarding healthy sexual behaviors and STDs. These 
opinion leaders are also essential as role models for social change. Leadership 
at the highest levels, especially from elected officials, is also needed to ensure 
that a national Campaign to change social norms of sexual behavior is 
sufficiently visible. 

The committee recognizes that the CDC is the primary federal agency with 
responsibility for STD prevention on a national level, and believes that the CDC 
should continue to be a leader in federal agency efforts in this area. However, 
the committee is concerned that the CDC or any other government agency 
would be unable to fully promote public awareness of healthy sexual behaviors 
and establish a comprehensive national system of prevention services. Political 
constraints too often prevent government agencies from adequately addressing 
controversial issues associated with STD-related programs. Based on 
experience with past initiatives, limitations on government agencies regarding 
public education programs related to sexuality are particularly problematic. 
Therefore, an independent entity is needed to promote a social norm of healthy 
sexual behavior. Because of their independence, nonpartisanship, and resources, 
private foundations are particularly well suited to provide leadership and 
support for a bold national campaign in this area. 

There are several examples of independent, nonpartisan organizations that 
have been established around other controversial health issues and appear to be 
successful in developing wide support for their missions. Two major recently 
established initiatives include the National Campaign to Prevent Teenage 
Pregnancy and the National Center for Tobacco-Free Kids. The campaign was 
formed "to prevent teen pregnancy by supporting values and stimulating actions 
that are consistent with a pregnancy-free adolescence." The center was founded 
to prevent tobacco use among children and has a mandate "to change the social 
environment and public policies to reduce tobacco use by children." These 
organizations were established in 1996 with initial funding primarily from 
private foundations and other organizations. Both the National Campaign to 
Prevent Teenage Pregnancy and the National Center for Tobacco-Free Kids 
have attracted a broad range of participants, including representatives from a 
wide array of health, religious, business, and community organizations, as well 
as political leaders. An example of an independent, nonpartisan organization 
that was effective in changing social norms around a major social health 
problem is MADD (Mothers Against Drunk Driving). Since 1980, this 
organization has successfully promoted both social (e.g., improving public 
knowledge, awareness, and practices) and structural changes (i.e., legislation) to 
reduce the practice of driving under the influence of alcohol. It seems that this 
behavior recently has become socially unacceptable. 
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The spectrum of agencies and organizations involved in STD prevention 
and the controversial nature of STD-related programs require that the proposed 
Campaign be nonpartisan and independent, especially from special interests and 
political constraints. The Campaign's work would be developed by its 
participants, and it is the committee's hope that the Campaign will use this 
report as a blueprint for its initial efforts. 

Therefore, the committee makes the following recommendation: 


¢ An independent, long-term, national Campaign should be established 
to serve as a catalyst for social change toward a new norm of healthy 
sexual behavior in the United States. This Campaign should: 


1 provide new, highly visible leadership to promote healthy sexual 
behaviors and the implementation of a national system for STD prevention; 

2. promote public discussion and awareness of healthy sexual behaviors and 
STDs among all population groups; 

3. provide assistance to local community efforts to promote a new norm of 
healthy sexual behavior; 

4. advocate for additional public and private investment in STD prevention; 

5. work collaboratively with existing campaigns and other activities to 
prevent HIV infection, unintended pregnancy, and STD-associated cancers; 

6. include nationally recognized public opinion leaders such as 
entertainment industry representatives, sports figures, business and labor 
leaders, elected officials and other policymakers, and mass media 
executives as members; 

7. represent the spectrum of perspectives on STDs and sexual health issues; 
and 

8. be funded by a broad range of sponsors, including private foundations, 
private sector health plans, the biomedical industry, employers, and the 
Department of Health and Human Services. The Campaign should be 
funded primarily by a coalition of private foundations with an interest in 
STDs; these foundations should provide leadership for initiating and 
maintaining the Campaign and provide "seed" money to establish it. 


Promoting Knowledge and Awareness 


As shown in Chapter 2, the scope of STDs and their consequences is 
broad. STDs infect all population groups in the United States. They can cause 
health problems for all infected persons, but the complications are most severe 
for women and their infants. Surveys cited in Chapter 3 show that there is little 
recognition of the spectrum of health consequences of STDs. In particular, the 
contribution of STDs to severe health complications, such as genital and liver 
cancer, pelvic inflammatory disease, ectopic pregnancy, infertility, chronic liver 
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disease, neurological disorders, and perinatal illness, is not well known or 
understood by policymakers, many health professionals, or the general public. 

In Chapter 3, the committee found that a major barrier to healthy sexual 
behavior is the lack of awareness regarding STDs and misperception of 
individual risk, especially among adolescents and young adults. The committee 
also found that accurate information is important in preventing misperceptions 
of risk. Programs to promote STD awareness and education, therefore, should 
result in increased motivation to prevent STDs. Increasing awareness of STDs 
among health professionals is important because it encourages clinicians to 
evaluate their patients for STDs when appropriate, thus improving the 
likelihood of early detection and treatment. 

A national initiative to increase public awareness of STDs requires active 
participation of, and support from, various agencies and organizations from 
both the private and public sectors. Because of the sensitive nature of effective 
STD education programs, and the potential constraints upon government-run 
educational campaigns, an independent organization should develop and 
implement an appropriate STD education initiative. Along with a national 
educational initiative, however, it should be recognized that barriers to 
implementing healthy behaviors also must be reduced. Public health agencies 
and private health care professionals have a responsibility both to educate and 
to provide accurate public health information to the community, because 
providing disease prevention information is an essential component of clinical 
practice. 

Innovative methods for increasing awareness and reaching the public need 
to be developed. Recent advances in information technology will have a great 
impact on access to health information among both health professionals and 
segments of the public. These new technologies should be harnessed to improve 
awareness and knowledge of STDs and ways to avoid them. Appropriate 
methods of disseminating information on STDs and local health services 
include the use of hotlines and evolving information technology, such as the 
Internet and other electronic methods of disseminating information. The 
Internet may be an especially effective method for disseminating information to 
adolescents and young adults because many users of such technology are young. 

Therefore, the committee makes the following recommendation: 


¢ The independent Campaign to establish a new norm of healthy sexual 
behavior should support and implement a long-term national initiative 
to increase knowledge and awareness of STDs and to promote ways to 
prevent them. The initiative should: 


1. be coordinated with HIV- and pregnancy-prevention campaigns; 

2. include a substantial mass media component; 

3. provide information both on how to implement health-protective 
behaviors and on STDs; 
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4. provide information regarding the association of STDs and _ specific 
cancers and incorporate STD information into current cancer awareness 
and education activities; 

5. focus on specific groups and audiences, including public and private 
sector policymakers, health care and public health professionals, 
employers and other purchasers of health care, health plans, and the 
public, particularly women and adolescents; 

6. include an evaluation component; and 

7. use new information technology to disseminate information. As part of 
this initiative, the CDC, the MHealth Resources and _ Services 
Administration, and the National Institutes of Health should increase 
support for innovative ways to educate and train health care professionals 
through the use of new information technology. 


Promoting Balanced Mass Media Messages 


The mass media do not portray sexuality in a healthy way, and mass media 
messages supporting healthy sexual behavior are rare. Changes in social norms 
regarding healthy sexual behaviors will be difficult to achieve unless the 
content of programming in mass media supports these behaviors. As discussed 
in Chapter 3, children and adolescents are most influenced by mass media 
messages. Adolescents spend a large amount of time watching television and 
participating in other forms of mass media, and they undoubtedly are influenced 
by the explicit and implicit messages in such media. Many adolescents are not 
receiving appropriate information regarding STDs and healthy sexual behavior 
from their parents, peers, public health officials, or family doctors to counter 
misleading mass media messages. Therefore, the committee believes that mass 
media companies should incorporate messages regarding STDs and healthy 
sexual behaviors, including delaying sexual intercourse and using condoms, in 
television and radio programming and the print media, with a special focus on 
reaching adolescents and young adults. 

In spite of advertisers' use of sexually suggestive advertisements to 
promote their products, and in spite of polls showing that most Americans 
support promoting condoms on television, most mass media companies still 
refuse to allow STD-related public service announcements and condom 
advertisements on prime-time television or in widely read publications. The 
committee calls on mass media and advertising executives to recognize the 
hypocrisy of this practice and to help promote healthy sexual behaviors. 

It is important that mass media and other public health messages regarding 
STDs be clear. The public should be informed that the only sure way to prevent 
STDs is either not to have sexual intercourse or to have intercourse only with an 
uninfected partner who is also monogamous. Adolescents should be encouraged 
to delay sexual intercourse. Despite these messages, however, many individuals 
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will engage in unprotected sex. Therefore, media messages also must provide 
information regarding the methods for safer sex, including the correct and 
consistent use of condoms. Such messages should be comprehensive and 
incorporate public health messages regarding HIV and other STDs, sexual 
abuse, and unintended pregnancy. 

As reviewed in Chapter 4, mass media methods of educating and 
increasing the awareness of the general public have been shown to be effective. 
Innovative media programs that use popular media, such as those developed by 
the Harvard School of Public Health related to drinking and driving, can 
complement public service announcements or more targeted public health 
campaigns. Although there have been few evaluations of such programs, they 
can reach audiences not touched by traditional approaches and should be 
evaluated further. The Media Project, described in Chapter 3, is a potential 
model for developing material regarding STDs. In addition, initiatives such as 
the STD Communications Roundtable, which functions as an expert resource on 
STDs for mass media companies, are important to ensure that mass media 
messages regarding STDs and safer sex behaviors are accurate. The STD 
Communications Roundtable could be used as a model for a standing 
committee of experts to facilitate the development of sexual health messages in 
mass media. 

Therefore, the committee makes the following recommendations: 


¢ The independent Campaign to establish a new norm of healthy sexual 
behavior should develop a standing committee comprised of public 
health experts, mass media and advertising executives, public 
communications experts, and consumer representatives to function as 
an expert resource and to develop guidelines and resources for 
incorporating messages regarding STDs and healthy sexual behaviors 
into all forms of mass media. Public health officials, including the CDC 
and state and local health departments, should also function as expert 
resources for mass media companies in developing and incorporating such 
messages. 

¢ Television, radio, print, music, and other mass media companies should 
accept advertisements and sponsor public service messages that 
promote condom use and other means of protecting against STDs and 
unintended pregnancy, including delaying sexual intercourse. 
Adolescents are at high risk for STDs and are susceptible to mass media 
messages; therefore, such advertising and public service messages should 
be permitted to air during times when adolescents are likely to be watching 
or listening or should appear in print media that adolescents commonly 
read. Commercial advertisers and sponsors should support mass media 
companies in such efforts. 


Improving Professional Skills in Sexual Health Issues 


The committee believes that many individuals in the community should 
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become more involved in educating others regarding STDs. These key 
individuals include parents, educators, health professionals, persons in the mass 
media, and religious leaders. It is important that clinicians, educators, and 
researchers become more skilled at discussing sexuality and learn more about 
sexuality. Improved skills in these areas will not only improve the effectiveness 
of behavioral interventions for STDs, but also for reproductive health problems 
in general. Clinicians, in particular, need to understand the context in which 
high-risk sexual behaviors occur, as well as the social and cultural factors that 
reinforce these behaviors. It is often difficult for professionals to remain 
objective during clinical interactions because sexuality is an emotionally 
charged issue, especially when the professional's own beliefs and behaviors 
differ from those of the patient. 

Research on sexuality provides the basis for understanding the 
determinants of risky sexual behaviors. Two formidable barriers to 
strengthening and developing social and behavioral research in sexuality and 
STD-related risk behaviors are the lack of comprehensive research training in 
sexuality and inadequate funding of both basic (e.g., research on determinants 
of behavior change) and applied (e.g., behavior change interventions) research. 
The continuing fragmentation of the social science fields in sexuality research, 
the low status given to sexuality research, and lack of sufficient research 
funding all hinder training in this area. Inadequate dissemination of existing 
data has also hampered development of interventions and policy initiatives. 

All appropriate clinical opportunities to counsel patients regarding healthy 
sexual behaviors should be utilized. To improve effectiveness of behavioral 
interventions, clinicians, educators, and researchers need training and skills to 
deal with issues related to human sexuality and STDs among their patients and 
students. Providing new, and enhancing existing, continuing education courses 
for clinicians, educators, and researchers will help these professionals become 
more comfortable working with sexual health issues. Courses designed to 
educate all these professionals about sexuality, attitudes, alternative lifestyles, 
and cultural factors will provide a fuller understanding of sexual behavior. 

Therefore, the committee makes the following recommendation: 


¢ The Health Resources and Services Administration, health professional 
schools and associations, and schools and associations for training 
educators should support comprehensive sexuality training for health 
care professionals, educators, and researchers in order to increase 
their comfort in working with sexual health issues and to increase their 
effectiveness in sexual behavior counseling. Health professional schools 
and associations should sponsor continuing education courses in sexuality 
for clinicians and incorporate appropriate instruction in undergraduate and 
graduate education programs. The focus of these programs should be to 
provide instruction in basic, effective intervention counseling and clinical 
skills that are appropriate for any setting or population. 
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Supporting Sexual Health Behavior Research 


Health behavior research provides the basis for developing interventions to 
prevent high-risk sexual behaviors. Population-based surveys mentioned in 
Chapter 5 that collect information on STD-related health behaviors are critical 
for monitoring trends in health behaviors among the general population and in 
developing effective interventions. In addition to improving STD prevention 
efforts, research on sexual behavior has direct benefits in improving prevention 
programs for HIV and unintended pregnancy. To address the barriers to 
adoption of healthy sexual behaviors, there needs to be considerably more 
research regarding the psychological and sociocultural, including religious, 
factors responsible for the secrecy surrounding sexuality and additional 
evaluation of approaches (that are respectful of individual beliefs) to 
successfully overcome these barriers. There is limited information available 
regarding the origins of sociocultural strictures on open discussion of sexuality 
and STDs. Understanding this factor should be useful in developing strategies 
to overcome societal constraints on preventing STDs. 

Population-based surveys and studies to assess STD-related health 
behaviors are not only justified but are necessary for the development of 
effective interventions to prevent high-risk behaviors. Such surveys, particularly 
those for adolescents, have been severely criticized by some policymakers and 
interest groups. This committee, while recognizing the sincere concerns 
expressed by some of these groups, strongly believes that collecting information 
on STD-related health behaviors, especially among adolescents, is critical to 
STD prevention, because sexual behaviors are usually initiated during 
adolescence. The committee found no evidence to support the belief that asking 
questions about sexual activity in any way promotes or increase sexual activity 
among survey respondents or changes attitudes of respondents regarding these 
activities (Halpern et al., 1994). Without data on sexual behaviors, it is more 
difficult to prevent the very behaviors that concern the critics of such surveys. 

Federal legislation has been introduced that would require prior written 
parental consent for minors to participate in federally funded survey research if 
the survey or questionnaire contains questions in several specific areas, 
including sexual behavior.' The committee strongly believes that such 
restrictions would seriously jeopardize both behavioral research and the ability 
to prevent high-risk behaviors among adolescents. Requiring parental consent 
or prior written consent for a minor's participation in survey research would 
make it practically impossible to conduct research in settings where minors 
obtain confidential health services, such as STD and family planning clinics, 
because parents could not be notified. Yet it is precisely in these types of 
settings that it is particularly important 
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to collect information regarding sexual behavior. The committee believes that 
current federal and state regulations are adequate to protect the interests of 
minors in survey research. Current federal regulations allow for waivers of 
parental permission in cases where acquiring such permission would be 
considered unreasonable. Consensus guidelines for adolescent health research 
have been developed to clarify these regulations and to ensure that research 
involving adolescents has adequate mechanisms to protect minors (SAM, 
1995). The committee believes that these guidelines appropriately balance the 
potential risks and benefits of health research that involve adolescents. In 
addition, the committee believes that it is critical to preserve the peer-review 
process for scientific research. It is potentially very damaging to the objectivity 
and integrity of this process specifically, and to scientific research in general, if 
external forces are allowed to influence the outcome of peer review. 
Therefore, the committee makes the following recommendation: 


¢ The National Institutes of Health and other federal agencies should 
continue to support research on health behaviors, including sexual 
behaviors, and their relationship to STDs. Both basic and applied 
research on sexual behavior and determinants of behavior change should be 
supported. Research should include study of the origins and maintenance of 
current societal strictures against open discussion of sexuality and STDs. 
Such research initiatives should be coordinated among federal agencies by 
the National Institutes of Health. Findings of these studies and surveys 
should be widely disseminated to policymakers, health care professionals, 
educators, community leaders, and the general public. In addition, these 
data should be used to promote appropriate behavior change and 
prevention. Under the conditions specified in the consensus guidelines for 
adolescent health research, the committee strongly believes that waivers of 
parental consent for a minor's participation in research that poses minimal 
risk to the participant should be preserved. 


STRATEGY 2 DEVELOP LEADERSHIP 


Strategy 2 is to develop strong leadership, strengthen investment, and 
improve information systems for STD prevention. Building a national 
system for STD prevention requires active participation from both the public 
and private sectors, and requires strong leadership at the national, state, and 
local levels. Public and private health agencies, especially those concerned with 
adolescent, women's, and reproductive health; communicable diseases; cancer 
prevention; delivery and financing of health services; community health; and 
public health in general, should strongly advocate for an effective system for 
STD prevention. National and state health professional societies and 
organizations and organizations with a special interest in STDs and adolescent, 
women's, and reproductive health also should work together to ensure that 
STDs are a priority in both the 
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private and public sectors. Advocacy by the above public and private 
organizations is important because, unlike many other health problems, there 
are virtually no patient-based constituent groups for STDs other than HIV 
infection. As discussed in Chapter 3, this is because having an STD is still 
perceived as socially unacceptable. 


Developing Leadership in the Private Sector 


Traditionally, public health agencies have led the efforts to improve STD- 
related services and have assumed most of the responsibility for STD 
prevention because private sector clinicians refused or were reluctant to provide 
STD-related services. The committee believes that the private sector needs to 
assume more responsibility and leadership (Showstack et al., 1996), and that the 
organizational norms of some private sector organizations regarding 
responsibility for STD prevention need to change. This is because, although the 
public sector must continue to play a major role in preventing STDs, the public 
sector does not have the resources or the organizational reach to fully 
implement a national system of STD-related services. Developing leadership in 
the private sector may be a challenge, given the heterogeneity of the 
organizations potentially involved in STD prevention. As mentioned previously, 
independent private nonprofit organizations, such as foundations, may be key in 
bringing these disparate organizations together. 

Therefore, the committee makes the following recommendation: 


¢ Private sector organizations and clinicians should assume more 
leadership and responsibility for STD prevention. The committee 
proposes the following major responsibilities in STD prevention for private 
sector organizations and clinicians: 

1. Health Plans and Clinicians. Provide confidential, comprehensive, high- 
quality STD-related clinical services to enrollees/patients and their sex 
partners; implement clinical practice guidelines for management of STDs; 
and ensure complete and accurate reporting of surveillance information. 

© 2. Employers and Purchasers of Health Services. Ensure that 
comprehensive STD-related services are available to employees/ 
beneficiaries and their sex partners. 

3. Health Plan Accrediting Organizations. Develop and promote health plan 
performance measures for STD-related services. 

¢ 4. Mass Media Companies, Commercial Sponsors, and Advertisers. Improve 
public awareness and knowledge of STDs and promote healthy sexual 
behaviors. 

5. Health Professional Membership Organizations. Improve awareness and 
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knowledge of STDs among the membership and support and sponsor 
training of health care professionals in STD-related clinical management. 

¢ 6. Private Foundations. Sponsor initiatives and provide independent, 
nonpartisan leadership for activities that improve collaboration among 
various organizations and encourage universal participation in STD 
prevention efforts. 

7. Health-Related Nonprofit Organizations. Improve public awareness and 
knowledge and integrate STD prevention efforts into other relevant disease 
prevention strategies. 

¢ 8. Academic Health-Related Institutions. Sponsor continuing education 

activities for clinicians and provide adequate STD-related training to health 
professional and other students; collaborate with health agencies to 
improve STD-related services; and conduct STD-related research. 

¢ 9. Biomedical Industry. Develop and improve biomedical interventions for 

diagnosis, treatment, and prevention (e.g., vaccines, microbicides) of 
STDs; ensure that new and existing interventions are affordable for 
publicly sponsored STD programs; and assist in efforts to educate health 
care professionals. 

¢ 10. School-Based Programs (including public sector programs). Provide 

confidential, comprehensive, high-quality STD-related clinical services for 
students and provide instruction regarding STDs and healthy sexual 
behaviors. 

¢ 11. Community-Based Social Service Organizations. Improve public 

awareness and knowledge of STDs and promote healthy sexual behaviors. 

¢ 12. Laboratories. Ensure high-quality diagnostic services for STDs. 


Discussion of the rationale for the above recommendations and more 
specific recommendations for private sector organizations are presented later in 
this chapter. 


Developing Leadership in the Public Sector 


In this section, the committee proposes a set of responsibilities and 
functions for which federal, state, and local public health agencies should 
assume leadership. The committee believes that the proposed functions are most 
effectively and efficiently performed by government agencies in collaboration 
with private sector organizations. 


Promoting Federal Leadership 


Government agencies have the ultimate responsibility for ensuring the 
public health. At the national level, the Public Health Service Act gives the 
Secretary of Health and Human Services legislative authority to assist states in 
preventing communicable diseases. Ultimate responsibility for coordinating 
government efforts to establish a national system for STD prevention most 
logically rests in the office of the Secretary because the Secretary has authority 
over most of the 
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federal health agencies with activities in this area. The Secretary needs to 
charge these agencies to develop and implement the public sector components 
of the proposed national system and to provide these agencies with sufficient 
resources to do so. From a technical expertise and program implementation 
perspective, the CDC is the appropriate agency to provide national leadership in 
many aspects of STD prevention. The leadership of the Department of Health 
and Human Services, especially the CDC, must give higher priority to STD 
prevention programs. For example, in its fiscal year 1997 budget proposal to 
Congress,” the administration requested reduced funding for STD prevention at 
a time when the CDC lacks the capacity to adequately provide technical 
assistance to states. Other health agencies, such as the National Institutes of 
Health, the Health Resources and Services Administration, the Health Care 
Financing Administration, the Substance Abuse and Mental Health Services 
Administration, the Agency for Health Care Policy and Research, the Food and 
Drug Administration, and the Indian Health Service, also need to assume 
leadership roles in their areas of responsibility. The Department of Health and 
Human Services needs to ensure that the agencies within its purview 
collaboratively provide bold innovative standards, guidance, technical 
assistance, and resources to state and local health departments and appropriate 
community-based organizations. 
Therefore, the committee makes the following recommendation: 


¢ Federal government efforts in STD prevention, under the leadership of 
the Secretary of Health and Human Services, should: 


1. provide guidance for STD-related clinical services and provide guidance 
and financial and technical assistance to states and local communities for 
STD prevention programs; 

2. develop scientifically based standards for STD-related services, including 
clinical services, such as screening and counseling, diagnosis and 
treatment, laboratory services, and prevention programs; such standards 
should be sufficiently flexible and applicable to all states and 
communities and to all types of practitioners and programs that provide 
STD-related care; 

3. develop and coordinate a comprehensive national surveillance system that 
collects STD-related data from public, private, and community-based 
providers and programs; 

4. ensure that high-quality STD-related services, including all supporting 
disease prevention activities, and effective community-based prevention 
programs are coordinated and integrated as appropriate and are available 
and accessible to every person, regardless of insurance status, income, 
state of residence, or urban or rural location; 
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5. improve public and health professional awareness and knowledge of 
STDs and promote healthy behaviors on a national basis; 

6. ensure that health professionals are appropriately and adequately trained 
to provide STD-related services, including clinical services, disease 
prevention activities, and community-based prevention programs; 

7. ensure that STD prevention activities are an integral part of national HIV 
and cancer prevention programs; 

8. support and conduct research to improve strategies for STD prevention; 

9. coordinate STD prevention programs, including research activities, 
among states and relevant federal agencies, including the CDC, the 
National Institutes of Health, the Health Resources and Services 
Administration, the Health Care Financing Administration, the Substance 
Abuse and Mental Health Services Administration, the Agency for Health 
Care Policy and Research, the Food and Drug Administration, and the 
Indian Health Service; and 

10. expand and maximize existing funding streams and develop new and 
increased resources from both public and private sources to support this 
system at all levels. 


Promoting State Leadership 


Within state and local governments, the health department is responsible 
for implementing STD-related programs and is the logical agency to lead STD 
prevention efforts. Other agencies and state and local elected officials, however, 
need to support the efforts of these health departments, because the health 
department may not have sufficient authority or resources to implement 
interventions. In cases where direct responsibility for some aspects of STD- 
related clinical care is under the purview of another agency, the health 
department needs to assume a coordinating role. 

State and local health departments vary considerably in their capacity and 
technical ability to provide clinical and outreach services and to conduct disease 
surveillance, quality assurance, and training activities. Most state and local 
health agencies, however, will require substantial additional funding and 
technical assistance to fully establish an effective system of STD prevention in 
their jurisdiction. 

Therefore, the committee makes the following recommendation: 


¢ State government efforts in STD prevention, through the leadership of 
the state health department and with support and technical assistance 
from the CDC, should: 

e 1. develop, implement, and support a comprehensive STD prevention 
system throughout the state; 

¢ 2. provide guidance and financial and technical assistance to local health 
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departments to ensure that STD-related services are appropriately provided 
and coordinated among the various private and public community-based 
providers; 

¢ 3. collect information on reportable STDs from local health departments and 
private sector health care providers, analyze the information to monitor 
statewide trends in STDs, and report these data to the CDC; 

¢ 4. assess the need for STD-related services in the state; 

e 5. ensure that STD-related services are of high quality and are accessible to 
all state residents; 

¢ 6. improve public and health professional awareness and knowledge of 
STDs and promote healthy behaviors statewide; 

¢ 7. ensure that adequate funds are available to support provision of STD- 
related services to the uninsured; and 

¢ 8. provide training and technical assistance to all local jurisdictions to 
improve the quality and effectiveness of clinical services and prevention 
programs. 


Promoting Local Leadership 


Regarding local government leadership, the committee makes the 
following recommendation: 


¢ Local government efforts in STD prevention, through the leadership of 
the local health department, with support and technical assistance 
from the state health department and the CDC, and in collaboration 
with community representatives, should: 


1. coordinate all providers of STD-related clinical services and prevention 
programs, including private providers, schools, and other community- 
based programs, to develop a comprehensive prevention system in the 
community; 

2. collect information on reportable STDs from all public and private 
providers, analyze the data to monitor trends in STD incidence and 
prevalence, and identify high-risk groups and areas for special 
interventions; 

3. assess the need for STD-related services in the community; 

4. ensure that STD-related services are appropriate and are accessible to 
every member of the community; 

5. improve public and health professional awareness and knowledge of 
STDs, and promote healthy behaviors in the community; 

6. ensure that adequate funds are available to provide STD-related clinical 
services to the uninsured; and 

7. provide training and technical assistance to providers of STD-related 
clinical services and prevention programs. 


The proposed responsibilities and functions of federal, state, and local 
governments and health departments are similar to those proposed by special 
committees 
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of the Association of State and Territorial Health Officials (ASTHO, 1995a, b, 
c) and the National Association of County and City Health Officials 
(NACCHO, 1994), and a previous IOM committee (IOM, 1988). Many state 
and local governments have already addressed some or many of the 
responsibilities outlined above; the committee, however, believes that state and 
local government efforts generally need to be more consistent, more innovative, 
and better supported. 

The monitoring and assessment role of government agencies requires them 
to monitor the prevalence of STDs in the community, identify high-risk 
populations or communities, and assess the adequacy of treatment and 
prevention efforts. This role also requires these agencies to monitor and ensure 
compliance with minimum standards of quality and accessibility of services. 
Effective performance of these roles requires collaborative relationships among 
local health departments and community-based health services, private sector 
health care professionals, health plans, laboratories, and others in the 
community. STD services and programs in most local health departments 
currently are relatively isolated from other providers in the community. Such 
isolation reduces opportunities for collaborative efforts, such as sharing of 
disease surveillance data, to improve STD prevention. The performance of local 
and state government agencies in ensuring and improving STD-related services 
should be monitored by consumer groups, elected officials, health professional 
organizations, and the federal government as appropriate (IOM, 1997). 


Catalyzing Change Through Partnerships 


The barriers to an effective national system for STD prevention are found 
in government, private sector organizations, and political factors and social 
norms. Overcoming these barriers is a challenge that requires the active 
participation of all levels of government, the private health care sector, 
businesses, labor leaders, the mass media, schools, and many community-based 
organizations. Many of the committee's recommendations regarding health 
agencies and private sector organizations involve sharing of responsibility and 
technical expertise and information; coordination of programs; and forming 
partnerships both within agencies and organizations and between the public and 
private sectors. In developing and implementing a national system for STD 
prevention, it is important that stakeholders be involved in all steps of the 
process; however, a formal mechanism for collaboration among agencies and 
organizations does not exist. Therefore, a neutral forum is needed to maximize 
the range of participants and to catalyze the collaborative process. 

To establish an effective national system for STD prevention, the 
committee believes that a long-term national Roundtable for public agencies 
and private sector organizations is needed to catalyze the development and 
implementation of a comprehensive system of STD prevention in the United 
States. Independence 
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of the Roundtable from special interests and political constraints is especially 
critical. As with the Campaign to catalyze social change toward a new norm of 
healthy sexual behavior, while the committee recognizes the important role of 
government agencies in establishing a comprehensive system of STD 
prevention, it believes that political constraints on such agencies may 
sometimes impede the development of collaborations between the public and 
private sectors. In addition, some potential Roundtable participants may be 
reluctant to join in a government-agency-led activity. To maximize the range of 
Roundtable private sector participants, the committee believes that ensuring that 
all potential Roundtable members have an opportunity to participate on an equal 
basis is important. The Roundtable would not have bureaucratic functions or be 
an administrative hurdle for agencies or the private sector, because it would not 
have administrative authority over government agencies or private 
organizations. The Roundtable's work would be determined by its participating 
agencies and organizations. Although the Roundtable's activities should be 
coordinated with the activities of the previously proposed national Campaign 
(e.g., through regular joint meetings and appointed liaisons), the two entities 
would be independent. Independence of the two entities is necessary because, in 
the case of the Campaign, government agency participation is likely to constrain 
the effectiveness of its work; in the case of the Roundtable, the participation of 
government agencies is critical.4 The activities of the two entities, however, 
must be coordinated to ensure that they are not only complementary, but 
synergistic. 

An example of a roundtable that brought disparate agencies and 
organizations together toward a common, although more limited, goal was the 
IOM Roundtable for the Development of Drugs and Vaccines Against AIDS 
that operated from 1988 through 1994. The purpose of this roundtable was to 
identify and help resolve the impediments to the rapid availability of effective 
drugs and vaccines for HIV infection and AIDS. Roundtable participants 
included leaders from government, the pharmaceutical industry, academia, and 
affected communities. 

Leadership is needed to establish and maintain a Roundtable on STD 
prevention. At the current time, there is a lack of leadership among private 
health care sector organizations in this area. The Department of Health and 
Human Services, therefore, is the logical agency for ensuring the establishment 
of the Roundtable because of its mission and its oversight of the major 
government activities and agencies involved in STD prevention. These include: 
the CDC (prevention services, technical assistance, and surveillance); the 
National Institutes of Health (biomedical and behavioral research); the Agency 
for Health Care Policy and 


3 In developing this recommendation, the committee considered the advantages and 
disadvantages of many types of potential structures for the Campaign and the 
Roundtable. The committee believes that, of the options considered, the proposed 
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Research (health services research); the Health Resources and Services 
Administration, the Indian Health Service, and the Substance Abuse and Mental 
Health Services Administration (primary care and other health services); the 
Health Care Financing Administration (financing mechanisms for some STD 
treatment), and the Food and Drug Administration (drug, biologic, and medical 
device evaluation and approval). 

Therefore, the committee makes the following recommendation: 


¢ An independent, long-term national Roundtable should be established 
as a neutral forum for public and private sector agencies and 
organizations to collaboratively develop and implement a 
comprehensive system of STD-related services in the United States. 
The Roundtable should: 


= 


coordinate public and private sector STD-related services; 

2. disseminate information on, and promote implementation of, "best 
practices" and quality standards in STD prevention; 

3. develop consensus regarding the appropriate roles and responsibilities of 
the various providers of STD-related services; 

4. promote partnerships and dialogue among public and private sector 
agencies and organizations on the state and community level; 

5. recruit and involve public agencies and private organizations, including 
health plans, employers and other purchasers of health services, health 
professional organizations, pharmaceutical and medical device 
companies, and other providers of STD-related services; 

6. seek input from, provide guidance to, actively involve, and communicate 
with providers of STD-related services on local and state levels; and 

7. be funded by a broad range of sponsors, including private foundations, 

private sector health plans, the biomedical industry, employers, and the 

Department of Health and Human Services, but primary funding should 

come from the Department of Health and Human Services. The Secretary 

of Health and Human Services should take responsibility for initiating and 

provide ongoing support for the Roundtable, but it should be housed at a 

private, nonprofit institution that can ensure a neutral environment for 

Roundtable participants. 


Strengthening Investment in STED Prevention 


STDs are a tremendous economic burden on the people of the United 
States, but the costs of STDs are largely unrecognized. As discussed in 
Chapter 2, the committee estimates that approximately $10 billion is spent on 
costs associated with major STDs in the United States annually. The 
committee's cost estimate is not precise because it is based on incomplete data 
regarding the incidence and costs of STDs. Not all STD-related costs are 
accounted for; thus, the true cost of STDs is likely to be much higher than the 
committee's estimate. For example, 
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this estimate does not include costs associated with newly described STD- 
related syndromes such as premature delivery in pregnant women and low birth 
weight associated with bacterial vaginosis. Comprehensive and accurate data 
regarding the economic costs of STDs are essential for cost-effectiveness 
analyses of prevention programs, but cost and morbidity data are not currently 
available for many STDs and related syndromes. Therefore, the CDC or other 
appropriate federal agency should conduct or support a comprehensive analysis 
of the economic consequences of STDs and associated sequelae. This analysis 
should include estimates of direct and indirect costs and appropriate cost-benefit 
and cost-effectiveness analyses of interventions. 

The current national response to STDs is not commensurate with their 
health and economic costs. STDs are a formidable health problem and should 
be a national public health priority. An effective national system requires 
additional investment to avert the much higher long-term costs of STDs. 
Current public resources allocated for STD prevention are extremely low. As 
discussed in Chapter 5, the committee estimates that only $1 is invested in STD 
prevention for every $43 spent on the costs of STDs and their complications 
every year. Similarly, only $1 is invested in biomedical and clinical research for 
every $94 spent on the costs of STDs. Studies cited in Chapter 4 show that STD 
prevention efforts are cost-effective and sometimes cost-saving. Investing in 
preventive services will avert substantial human suffering and save billions of 
dollars in treatment costs that result from the costly complications of STDs and 
lost productivity. The CDC estimates that for every $1 spent on early detection 
and treatment of chlamydial and gonococcal infection, approximately $12 in 
associated costs could be saved (CDC, DSTD/HIVP, 1995). 

There is a widespread belief among clinicians and researchers who work in 
STDs that the social and economic costs of STDs in the United States justify 
expenditures of much more money and effort than currently are devoted to this 
area. This type of statement often is made for many types of prevention, but the 
committee is of the opinion that the situation is worse in STDs than in many 
other areas. The committee also recognizes, however, that devoting resources to 
prevention programs is not always cost-effective (Russell, 1994). 
Unfortunately, there is surprisingly little data either on absolute expenditures 
for STD prevention or the cost-effectiveness of different types of expenditures. 
Thus, the committee recommends that rigorous analyses of the cost- 
effectiveness of different types of prevention programs be conducted. This kind 
of research should be supported by the National Institutes of Health, the Agency 
for Health Care Policy and Research, and other agencies. 

The committee recognizes that establishing a national system for STD 
prevention requires additional funding and that this may be very difficult in an 
era of shrinking federal and state budgets. The committee proposes that 
additional funding to establish a national system for STD prevention come from 
all levels of government and the private sector. Regardless of whether 
additional funds can be 
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found for STD programs, it is clear that more efficient and effective use of 
existing resources is also needed. By providing STD-related services in primary 
care settings and coordinating public and private sector programs, a more 
effective and efficient system for prevention can be achieved. 


Who Is Currently Paying and Who Should Pay? 


Who is currently paying for the substantial economic costs of STDs? The 
answer is all Americans. Local, state, and the federal governments pay STD- 
related costs by funding services through the Medicaid and Medicare programs 
(for STD-related complications that manifest among older persons, such as 
cancer), public STD clinics, family planning clinics, community health centers, 
and other publicly sponsored health care programs. Businesses pay for STD- 
related costs through higher health insurance premiums for their workers and 
lost productivity of employees with STDs. Hospitals pay for uncompensated 
STD-related care. Managed care organizations pay STD-related costs by 
providing expensive treatment for the complications of STDs that can be 
averted. In short, all Americans eventually pay for the costs of STDs through 
their tax dollars and through increased health insurance premiums. Therefore, 
all public and private health-related agencies and organizations, including 
federal, state, and local governments, employers and other purchasers of health 
care, businesses, and health plans should invest in and support STD prevention 
efforts. It is in both the national and local community interest to invest in STD 
prevention. 

Public funding for STD prevention is justified because STDs are 
communicable diseases that, when left unchecked, potentially endanger the 
health of the community. Public investment in STD prevention is especially 
important because the stigma associated with these diseases may hinder 
availability of clinical services in the private sector, especially for 
disenfranchised groups who represent a reservoir of infection for other members 
of the community, as described in Chapter 3. 

The committee believes that the financial responsibility for supporting 
STD prevention is currently not equitable since both the private and public 
health care sectors benefit from lower STD rates. The private sector, including 
health plans, employers and other purchasers, and health care providers, needs 
to assume more responsibility for supporting public health services, including 
STD-related services, that benefit "the insured" population and ultimately 
benefit their financial results. Health plans, therefore, should provide their 
enrollees with access to STD-related services in the public sector through 
equitable reimbursement agreements. Reasons why the private sector should 
become more involved in preventive services and provide STD-related services 
to sex partners of infected persons and prevent STDs in the general community 
are presented in later discussions. 

Aral and colleagues (1996) have proposed a way of thinking about the 
issue of who should pay for STD prevention according to the emphasis placed on 
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prevention efforts. If preventing acquisition of STDs by susceptible individuals 
in a community is emphasized, then the entire community assumes the financial 
costs of the interventions and the intangible costs associated with appropriate 
behavior change. In this situation, the community also receives the benefits of 
avoiding STDs. In the case where preventing transmission of STDs from 
infected individuals to the community is emphasized, members of the highest- 
risk groups primarily incur the costs associated with behavior change, and the 
community benefits from avoiding acquisition of STDs and averting future 
STD-associated public health costs. Therefore, in both cases, the entire 
community directly benefits from preventing STDs and should assume financial 
responsibility for STD prevention. Specific potential mechanisms for ensuring 
funding for STD-related services may include allowing public STD clinics to be 
contract providers for health plans, requiring health plans to reimburse STD and 
other public health clinics for out-of-plan use of services, and imposing an 
assessment on health plans for services and programs that benefit the broad 
community. Economists recognize the need for public support when 
"externalities" (e.g., the potential for widespread transmission of disease from 
an infected individual) transcend the market system for allocating services 
based on supply and demand. It is important to recognize the fundamental 
public responsibility for preventing communicable diseases such as STDs. 

Increased support should be given to effective prevention programs, 
including the programs to change STD-related risk behaviors that are described 
in Chapter 4. Support for education and counseling in publicly sponsored 
programs is needed. Education and counseling in private health care settings 
may be covered or reimbursed through either capitation or fee-for-service 
payments. In addition, communityand school-based interventions that target 
high-risk groups require a broad funding base that reflects the benefits they 
generate for the entire community. Finally, a secure source of funding for STD- 
related services for uninsured persons is essential. Cutbacks in state and local 
funding for indigent health care have dramatically reduced the availability and 
accessibility of public health services for the uninsured. Federal funding is 
essential to enable state and local governments to maintain and improve their 
STD prevention programs. The fragile successes in containing bacterial STDs 
in much of the country are endangered by reductions in access to services and 
underscore the importance of retaining categorical federal funding for STDs. 

State and local governments traditionally have had full responsibility for 
supporting STD-related clinical services and also share responsibility with the 
federal government for supporting STD prevention efforts. However, state and 
local governments vary significantly in their investment in STD-related 
programs and generally need to increase their support of such programs. The 
CDC's STD Accelerated Prevention Campaigns program, which seeks to 
encourage collaboration between dedicated public STD clinics and community- 
based health care professionals, has an enhanced component that requires the 
grantee to partially 
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match federal funds. Such matching requirements should be encouraged to 
expand local commitment of resources to STD prevention. 

A common question relates to the appropriate criteria for reducing funding 
for public health programs. In the case of STD-related programs, while it is 
possible that funding could be reduced without harmful consequences as STDs 
are reduced in the distant future, the committee believes that the United States is 
far from reaching this stage. In addition, sustained funding for programs are 
necessary because STDs operate under a dynamic equilibrium-the nature of the 
most effective interventions and the focus on different population groups will 
change with time and the phase of the epidemic (Wasserheit and Aral, 1996). 
For example, as the prevalence of STDs decreases in a population, there would 
be less emphasis on screening programs, but increased emphasis on population- 
based interventions to maintain healthy sexual behaviors in the community. In 
all cases, surveillance of STDs and assessment of health behaviors are 
important in providing feedback to the program planning and implementation 
process. 

Therefore, the committee makes the following recommendation: 


¢ Federal, state, and local elected officials should provide additional 
funding for STD prevention. Local health departments, in particular, will 
require additional funding and technical assistance from the CDC and the 
state health department to fully assume the responsibilities of ensuring 
access to STD-related services. If federal staff assistance to states and 
localities is reduced, resources should be redirected back into state and 
local STD programs to ensure that the state and local infrastructure can be 
incrementally shifted from reliance on federal direct assistance to a state 
and locally directed program. 


Evaluating and Improving Categorical Funding 


The advantages and disadvantages of categorical funding and block grants 
are summarized in Chapter 5. Categorical funding for STDs has encouraged 
programmatic rigidity and excess administrative costs for local agencies, 
fostered services that often ignore local conditions and other health problems, 
and discouraged innovation. Federal funding rules have resulted in local 
programs adapting to federal requirements rather than local programs adapting 
to community needs. This is an unintended effect of a policy intended to 
maintain high national standards for services. In addition, categorical funding 
has encouraged narrowly defined programs because of the traditional methods 
used to measure program effectiveness. 

Despite the problems in the current system of categorical funding, the 
committee strongly believes that moving to a system of block grants for STDs 
would have a devastating impact on STD prevention and that categorical 
funding for STDs should be preserved. In an ideal world, funding decisions 
would be based on assessments of public health need, but past experience 
suggests that state 
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politics, rather than objective consideration of public health or social needs, 
may determine funding for public health programs, especially those with a 
limited political constituency such as STDs. Because STDs are often perceived 
to be a problem of marginalized groups, they will fare poorly in competing with 
other more visible and "acceptable" health conditions for their share of 
decreasing state health budgets. In many states, STD prevention programs may 
end up as political orphans because STDs are problems that public officials are 
reluctant to acknowledge. Funding for these programs is likely to be challenged 
by well-organized, powerful interest groups that are opposed to open discussion 
and public education regarding STDs. Many states have weak public health and 
health policy infrastructures and limited economic resources. Therefore, the 
likelihood that they will successfully evade pressures to limit or eliminate 
funding for STD prevention is reduced. With no enforceable national standards 
and substantial variability in the use of public-health-based decision-making in 
state legislatures, some states are likely to reduce or eliminate funding for STD 
programs. In the absence of national standards and mandates, block grants 
would create wide variability and unevenness in program quality and 
effectiveness among the states that could undermine a cohesive national system 
for prevention. Block grant funding is also more vulnerable to budget 
reductions at the national level. The diffuse purposes of block grants make them 
more vulnerable to reductions in congressional funding than most categorical 
programs. 

Moving from categorical programs to block grants or Performance 
Partnership Grants (which the committee considers to be a form of a block 
grant, as described in Chapter 5) would also dramatically change both funding 
and accountability relationships among federal, state, and local governments. 
States would have more flexibility regarding resource allocation for public 
health. They also would be less accountable to federal agencies and would 
receive less guidance and support from the federal government. In addition, 
state and local health agencies may end up with less money than they currently 
have for STDs, unless state and local governments increase funding. Many 
elected state officials favor block grants because it gives them more discretion 
over resource allocation. However, state and local public health officials and 
STD program managers throughout the nation-the very people whose programs 
are supposed to benefit from block grants-warned the committee that block 
grants are likely to weaken and undermine STD prevention efforts. 

Federal categorical funding programs can be improved by redesigning, 
rather than abandoning, current categorical programs. Performance standards 
that focus on health outcomes and process, rather than on program inputs, can 
help communities and states set priorities and objectives and measure their 
progress in achieving specific goals (TOM, 1997; NRC, in press). Process 
measures that are known to be characteristic of high-quality programs can help 
communities and states evaluate the quality of their programs. Process measures 
should focus on cardinal characteristics of prevention systems, such as 
awareness of and access to programs, 
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consistency of follow-up, quality of prevention advice and treatment services, 
and continuity of care. Currently, there are no validated measures of these 
characteristics for prevention systems, but the development and implementation 
of such measures would greatly increase the capacity to monitor and improve 
the efficiency and quality of public health programs for STD prevention. It 
would be most logical for state and local governments to conduct performance 
monitoring under federal guidelines. 

Performance standards would also give the federal government a more 
meaningful method of holding states accountable for federal funds. 
Accountability should focus on reducing STDs, including HIV infection, among 
high-risk populations and the community at large. The Department of Health 
and Human Services should develop and provide incentives for states and local 
governments to make substantial financial contributions to STD prevention and 
to make progress in containing STDs in their jurisdictions. Funding of programs 
can also be made responsive to local needs by providing more options for local 
modifications and flexibility. In addition, waivers should be granted for 
promising innovative programs that may not comply with all federal 
requirements. With current HIV and STD categorical programs, however, states 
should be encouraged to coordinate, integrate, and consolidate services and 
education programs. 

Therefore, the committee makes the following recommendation: 


¢ The CDC should retain and immediately redesign categorical funding 
for STD programs. New accountability measures that monitor 
performance toward achieving community health objectives and outcomes 
and new process measures should be developed and implemented. In 
addition, mechanisms should be established to increase local flexibility and 
program innovation and to encourage integration and coordination of local 
programs. Regardless of the type of funding mechanism, the CDC should 
ensure that all state and local governments, as a condition of receiving 
federal funds: 


1. maintain current funding levels for STDs or provide matching funds, 
whichever amount is greater, and set aside a specified minimum 
proportion of funding for essential programs and services, and for high- 
risk populations; 

2. develop performance objectives in collaboration with local communities 
and health departments; 

3. meet minimum national quality standards for STD-related services (see 
recommendations for improving the quality of dedicated public STD 
clinics for more details); and 

4. report federally recommended morbidity data as part of a national 
surveillance system. 


In addition, as an incentive for state and local governments to expand their 
efforts in STD prevention, the CDC should provide whatever technical assistance 
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is required and match new state and local funds allocated toward these efforts. 
Because the CDC currently does not have sufficient resources to provide 
comprehensive technical assistance to state and local health departments, the 
agency will require additional funding for STD prevention. 


Strengthening Global STD Prevention Efforts 


STDs are emerging infections and a global public health problem. As 
discussed in Chapter 2, new STDs with a potentially devastating impact are 
likely to emerge and become established in the United States. This is a 
consequence of increasing global travel, inadequate international public health 
safeguards, and continuing high-risk sexual practices. In addition, inappropriate 
treatment practices may be leading to the rise of antibiotic resistance among 
certain sexually transmitted pathogens. Current STD surveillance systems are 
not adequate to monitor the emergence of new infections or the resurgence of 
recognized STDs. International travel has enabled persons with infectious 
diseases to expose persons on different continents within hours or days. 
Strategies to prevent STDs in the United States should consider the potential 
impact of global STD rates. The reason for emphasizing the emerging nature of 
STDs is to strengthen global surveillance, improve international efforts against 
STDs, and promote behavioral and ecological changes to decrease pressures for 
the emergence of new infections. Many STDs, such as syphilis and gonorrhea, 
can survive only in the human host, and theoretically can be eradicated. 
Eradication or elimination of any STD will require substantial international 
investment and collaboration. The United States, therefore, has a national 
interest in preventing STDs worldwide in order to minimize the likelihood of 
emerging STDs in this country. 

Therefore, the committee makes the following recommendation: 


¢ The federal government, through the Department of Health and 
Human Services and the U.S. Agency for International Development, 
and international organizations, such as the World Health 
Organization and the World Bank, should provide resources and 
technical assistance to global efforts to prevent STDs. The CDC should 
provide more technical assistance in these international efforts. 


Improving Surveillance and Other Information Systems 


Surveillance and other information systems are necessary to monitor and 
evaluate the components of a national system for prevention. Data from these 
information sources are critical to long-term program planning as well as to day- 
to-day management of programs. 

Surveillance and population-based survey data are important in monitoring 
the status of STDs and STD-related behaviors. These data are the basis for 
developing 
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and targeting interventions, prioritizing resources, detecting epidemics, and 
evaluating program effectiveness. As discussed in Chapter 5, current 
surveillance systems do not give accurate estimates of disease incidence 
because not all persons with STDs seek medical care and because surveillance 
data do not reflect all clinical encounters with community health care 
professionals, especially those in private sector health care settings. The 
limitations of the current surveillance system are summarized in Chapter 5. 


Enhancing the Current System 


Certain limitations and weaknesses of the current passive notifiable 
diseases surveillance system are inherent in passive disease reporting systems, 
but several enhancements to the current system are indicated. It is critical that a 
systematic, comprehensive evaluation of the national surveillance system be 
conducted to describe the attributes of the system and to provide guidance for 
future improvements. STD surveillance systems need to include and link 
information from public sector, community-based, and private health care 
professionals. In particular, public health agencies need to work with the private 
health care professionals to improve compliance with disease reporting. Private 
practice clinicians and laboratories should understand that disease reporting and 
feedback of local epidemiological surveillance information concerning STDs 
and other emerging infections will greatly assist them in their clinical practice. 
By minimizing the time delay in reporting of cases from clinicians and 
laboratories to the local health department, and then to the state health 
department and the CDC, local and multistate outbreaks can be detected 
promptly. 

Local health departments, with both the skills and the responsibility for 
collecting health data from a wide array of sources, will continue to be the 
pivotal agency in monitoring the health of communities. With technical 
assistance from the CDC and state health departments, they will need to 
develop effective reporting systems and actively work with community-based 
and private health care professionals to ensure accurate and complete reporting. 
Their responsibilities should include feedback regarding local STD trends to 
health care professionals to inform and engage them in STD prevention efforts. 
Although not widespread, some local health departments have already taken a 
collaborative approach to surveillance by developing relationships with private 
clinicians. One specific disease reporting issue that needs to be resolved at the 
national level is the lack of reporting guidelines for laboratories that confirm 
STD diagnoses among out-of-state persons. 

The ideal surveillance system for STDs should be robust enough to 
accurately and promptly identify national and local trends in STD incidence, 
and flexible enough to provide state and local health officials with necessary 
data to direct local activities and evaluate interventions. In the future, as 
resources permit, STD information systems should identify and incorporate data 
elements that 
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permit surveillance of infection rates within communities and allow assessment 
of the effectiveness of STD-related services. This information, which requires 
reliable population-based data as well as data from STD-related clinical 
services, is necessary to identify and focus on high-risk groups and areas and to 
evaluate broader public policies. 

As mentioned in Chapter 5, sentinel surveillance projects are valuable 
tools for supplementing and validating information from the national notifiable 
disease reporting system. For example, the CDC-sponsored Gonococcal Isolate 
Surveillance Project is a model for how other sentinel systems might operate 
with close collaboration and communication among local and state STD 
programs, state laboratories, and the CDC. Another sentinel surveillance system 
of potential benefit could be developed by collecting and analyzing the results 
of prenatal testing for gonorrhea, syphilis, and chlamydial infection. Testing of 
pregnant women for such infections is already being performed in most states, 
but the resulting data are not systematically captured or analyzed by STD 
surveillance systems. Such data could provide age-specific rates of STDs 
(number found infected per number tested) in women. Infection rates among 
young pregnant women may be good, although not perfect, surrogates for STD 
rates among the general population of women who do not use contraception. 
Trends in STD prevalence among young pregnant women also may be 
particularly sensitive to STD interventions. This sentinel surveillance system 
would have increasing coverage of the U.S. population over time and could be 
coordinated with prenatal HIV surveillance systems. In addition, surveillance of 
STDs within correctional systems and drug treatment facilities could help 
motivate and evaluate interventions to prevent STDs in these settings. 

Therefore, the committee makes the following recommendation: 


¢ The CDC should lead a coordinated national effort to improve the 
surveillance of STDs and their associated complications and improve 
the monitoring of STD prevention program effectiveness. Specific areas 
for improvement include the following: 

¢ 1. The CDC and the states should improve reporting from private sector 
health care professionals and laboratories and collect data on the number of 
persons tested for STDs through the national surveillance system. In 
addition, the CDC should systematically assess the attributes of the current 
surveillance system, including validity, sensitivity, representativeness, 
acceptability, and timeliness, in relation to alternative approaches to active 
or sentinel surveillance. This effort should take into account the potential 
impact of changes in clinical practice patterns, such as changes in 
utilization of diagnostic tests or types of tests used, and changes in 
reimbursement for clinical services on reported STD rates and surveillance 
for emerging antimicrobial resistance. 


EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:57 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


ala 


AGAAMEB DFE Senator Tah th Ee HieAaN AAR Sst MECH CR ch ABsacr HBPPUEMME THESE Ce com dhe HH LB? orighreMt JaberssSaebt trom the 


r 


ight 
righ 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


fo BPE 


About taey Bight Q/d 997 piNationaly 
original Rod SH ng fer Jpabhy 


ESTABLISHING AN EFFECTIVE NATIONAL SYSTEM TO PREVENT STDS 259 


¢ 2. Disease surveillance systems should be better coordinated with the 
information systems of community-based clinics, private sector providers 
and laboratories, and public STD clinics. Special emphasis should be 
placed on educating clinicians about reporting and collaborating with, and 
collecting data from, private sector providers, including managed care 
organizations and other health plans. Training is also needed at all levels of 
the surveillance system to improve data collection, management, analysis, 
and dissemination. The use of new information technology to improve 
surveillance by minimizing reporting delays should be supported. 

¢ 3. The current passive surveillance system should be supplemented with 
active surveillance components as appropriate. These activities should 
include serosurveys or testing of urine and saliva using nationally 
representative health surveys, including the National Health and Nutrition 
Examination Survey (NHANES) and the National Survey of Adolescent 
Males, to estimate rates of STDs and to assess the attributes of passive 
surveillance systems. 


Utilizing Health Services Performance Measures 


Surveillance data can be used to evaluate program effectiveness, but 
current systems to monitor effectiveness, as described in Chapter 5, are 
inadequate. If surveillance data are to be used as a program management tool, 
state and local health departments need to develop greater capacity in data 
management and analysis. The current capacity is inconsistent among local 
health departments, and is often limited even at the state health department 
level. Therefore, federal technical assistance to improve data management and 
analysis capacity at the local and state level is needed. 

In addition to disease surveillance, health indicators that measure program 
effectiveness and support program evaluation are important components of a 
comprehensive information system for STDs. Disease prevention programs will 
continue to require timely data to support decision-making in programmatic 
areas (e.g., prevention and education, partner notification and follow-up, clinic 
services) and outcome measures to assess the effectiveness of interventions on 
both individual and community levels. Performance measures and information 
systems need to be designed to collect data from a variety of health care settings 
in addition to public STD clinics. These settings include family planning 
clinics, community health centers, hospital emergency rooms, correctional 
institutions, substance abuse programs, health plans, and other private sector 
health care providers. Performance monitoring should not be used exclusively 
to allocate funding, but also as a tool for program management (IOM, 1997). 
The ability of public STD clinics and health departments to effectively monitor 
arrangements or contracts with private health plans will be contingent upon the 
capacity of STD-related information systems to generate relevant and timely 
information on program performance measures. Existing data systems of STD 
programs are not 
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adequate for overall program assessment. In addition, it is important that 
performance measures be valid and reflect the quality and health impact of 
services. For example, it can be expected that reported STD rates will rise with 
expansion of screening efforts. Potential areas for which STD clinical practice 
performance measures should be developed include: 


patient reports regarding care; 

access, availability, and utilization of services; 

cost and affordability of services; 

time interval between seeking of care and examination, time interval 
between initial examination and treatment, and percentage of diagnosed 
persons treated; 

5. incidence of reinfections or persistent infections; and 

6. appropriateness of clinician diagnosis, treatment, and counseling; 
knowledge and compliance with treatment protocols; compliance with 
precautions and management of adverse reactions; and disease reporting. 


ib 


The automated information systems of many managed care organizations 
and other health plans are a valuable source of data on patient encounters, 
disease diagnoses, and clinical outcomes. The Health Plan Employer Data 
Information Set (HEDIS), in particular, and other health services performance 
measures will be particularly valuable as new indicators related to preventive 
and public health services are developed and implemented. These data represent 
an excellent opportunity to conduct outcomes research and evaluate the 
effectiveness of interventions. Not all managed care organizations, however, are 
currently using such performance monitoring tools; STD-related data from 
other health plans will also need to be captured. 

STD-related information systems should be developed and planned in the 
context of, and be consistent with, broader information system development 
initiatives to monitor a range of community health issues (IOM, 1997). 
Information systems should take into account evolving disease prevention 
management requirements and opportunities; promote and support cost 
containment and efficient resource allocation; optimally utilize current and 
evolving technology; and consider the analytic capacity necessary to maximize 
available information. 

Therefore, the committee makes the following recommendations: 


¢ Federal, state, and local STD programs should encourage and provide 
technical assistance to employers and other purchasers of health care 
(including Medicaid programs), managed care organizations and other 
health plans, and other health care professionals to develop and utilize 
information systems that effectively integrate preventive services 
performance data with community health status indicators and STD 
program data. STD-related information systems should support 
assessment and evaluation of anticipated 
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system impacts from changes in health program structure and funding such 
as managed care, Medicaid changes, and block grants. The information 
system should also monitor the capacity of state and local health 
departments to execute essential public health functions and services. The 
CDC should provide adequate technical assistance to state and local health 
agencies to support the development of STD-related surveillance and other 
information systems and data analysis capacity at the local level. 

¢ STD-related performance measures should be included in the Health 
Plan Employer Data Information Set (HEDIS) and other health 
services performance measures to improve  quality-assurance 
monitoring of STDs. The National Committee for Quality Assurance and 
other relevant organizations, in conjunction with public health agencies and 
health plans, should continue to develop and promote performance 
measures related to STD prevention. 


STRATEGY 3 FOCUS ON ADOLESCENTS AND 
UNDERSERVED POPULATIONS 


Strategy 3 is to design and implement essential STD-related services in 
innovative ways for adolescents and underserved populations. Specific 
populations requiring special emphasis in an effective national system for STD 
prevention include adolescents and disenfranchised populations. Reasons for 
the greater risk of STDs among these groups and their importance in prevention 
strategies are documented in Chapters 2 and 3. Many members of these groups 
lack access to STD-related services and are difficult to reach through traditional 
clinical settings and approaches. Under Strategy 3, the committee recommends 
that prevention of STDs be a central focus in designing interventions for these 
populations and that innovative methods for delivering STD-related services to 
such populations be immediately implemented. 


Focusing On Prevention 


Ultimately, social norms regarding sexual behavior need to change before 
a sustained reduction in STDs can be realized. Population-based preventive 
services are the primary means for changing social norms and attitudes by 
creating an environment that supports such changes. A national strategy for 
STDs needs to emphasize prevention because averting illness is desirable, many 
STDs are incurable, and STD-related complications may be irreversible. As 
summarized in Chapter 4, there are many existing prevention-oriented 
approaches that are effective in averting long-term health problems and costs. 
The committee believes that an approach to STD prevention involving multiple 
interventions at the individual and the community levels is critical. This is 
because many interventions are highly effective, but no single intervention is 
sufficient on its own. Complementary behavioral and biomedical approaches to 
STD prevention are essential. Interventions 
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to promote healthy sexual behavior need to be complemented by access to 
clinical services, training and education of health professionals, surveillance 
and research, and community-based programs. Many prevention efforts, such as 
community- and school-based programs, remain underfunded and weak because 
of social and political constraints. The committee believes that population-based 
interventions should be objectively evaluated for funding and implementation 
based on their scientific merit and potential public health impact. 

Prevention programs must address the roles of both men and women in 
transmitting infection. Many screening programs are appropriately targeted 
toward women and conducted in facilities exclusively providing services to 
women. In order to interrupt the transmission cycle of STDs, however, 
infections among men also need to be addressed. STD prevention efforts should 
include both screening programs for asymptomatic men and male-specific 
behavioral interventions, such as promotion of responsibility for condom use. In 
addition, programs providing health services to women should ensure that sex 
partners are appropriately evaluated and treated. 


Expanding Prevention-Related Research 


New research may be used to develop effective prevention programs, but 
such programs need to be modified regularly based on continuous evaluation of 
existing programs and changes in the epidemiology of STDs and the health care 
environment. Prevention-related research allows program managers to 
maximize the effectiveness of interventions and policymakers to maximize 
available resources. Professionals responsible for STD prevention efforts should 
ensure that regular program evaluation and quality improvement activities are 
integral parts of their programs. 

There are many available interventions for STD prevention, but some have 
not been fully evaluated, and new interventions need to be developed. 
Wasserheit and Hitchcock (1992), in their assessment of future directions in 
STD prevention research, concluded that a multidisciplinary approach to 
research is necessary; prevention research should be given top priority; the long- 
term sequelae of STDs should be given greater emphasis; and communication 
and coordination within the research infrastructure should be improved. A 
recent panel charged to evaluate the social, behavioral, and prevention research 
areas for the National Institutes of Health found that only 3.4 percent of the 
total National Institutes of Health budget for research on AIDS was devoted to 
prevention and intervention research in the behavioral and social sciences (NIH, 
1996). The panel recommended the following: intervention and behavioral 
research be given the highest priority and coordinated with biomedical research; 
a paradigm shift to develop models that are domain-specific with regard to 
sexuality (and drug use) and recognition that risk behavior is embedded within 
personal, interpersonal, and situational contexts; research on individual 
differences in human sexuality (and 
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drug use) that takes into account cognitive, affective, cultural, and 
neurophysiological variables; studies on direct effects of intoxicants on self- 
regulatory mechanisms; and studies regarding maintenance of behavior change. 

The committee agrees with the above assessments and recommends that 
general areas of additional research in STD prevention include behavioral, 
biomedical, and operational research. In addition, the committee recommends 
that the following specific topics be studied: determinants of sexual behavior 
and sustained behavior change on an individual and community level; 
determinants of initiation of sexual intercourse among adolescents; influence of 
social and other community-related factors on risk of STDs; interventions to 
improve condom use and reduce high-risk behaviors; effectiveness of sexual 
risk behavior assessment and counseling; biomedical interventions that do not 
rely primarily on individual behavior, such as vaccines; female-controlled 
prevention methods; cost-effectiveness of preventive interventions, including 
partner notification and treatment techniques; methods for preventing STDs 
among disenfranchised populations; interventions for preventing STDs among 
persons of all sexual orientations; and methods to measure prevention program 
effectiveness. 

Therefore, the committee makes the following recommendation: 


¢« The National Institutes of Health and the CDC should continue to 
support and expand both basic and applied research in STD 
prevention. Research results should be made widely available and should 
be used by government agencies, public and private health programs, and 
health professional organizations to improve STD prevention services. 


Developing Female-Controlled Methods for Protecting Against STDs 


Although women bear the larger burden of disease associated with STDs, 
the most effective means for preventing transmission of STDs during 
intercourse (i.e., the male condom) is largely dependent on the behavior of men. 
Except for the female condom, there are no female-controlled methods that are 
sufficiently protective against STDs. Additional methods of protection over 
which women have greater control need to be made available, and additional 
effective mechanical and chemical methods for protection against STDs need to 
be developed. Dual protection (i.e., use of one method to protect against 
pregnancy and one method to protect against STDs) is important because, as 
discussed in Chapter 4, no single method of preventing STDs or pregnancy 
confers the maximum level of protection for both conditions. 

Therefore, the committee makes the following recommendation: 


¢ The National Institutes of Health, the Food and Drug Administration, 
and pharmaceutical, biotechnology, and medical device companies 
should collaboratively develop effective female-controlled methods for 
preventing 
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STDs. Clinicians and STD (including HIV) prevention programs, like 
family planning programs, should teach that use of a condom (male or 
female) along with an effective contraceptive for pregnancy is necessary to 
obtain maximum protection against both STDs and unintended pregnancy. 
This should be the standard approach for both men and women who are not 
in a mutually monogamous relationship with an uninfected partner. 


Focusing On Adolescents 


Many of the severe health consequences of STDs, such as cervical, liver, 
and other cancers, manifest themselves among older adults because they may 
not appear until decades after infection. This phenomenon contributes to the 
under-recognition of the impact of STDs among older adults. These 
complications, however, usually result from infections acquired or health 
behaviors initiated during adolescence or early adulthood. Therefore, STD 
prevention programs need to focus on adolescents. The committee's proposed 
focus and recommendations regarding appropriate policies to prevent STDs 
among adolescents are similar to those of numerous health professional and 
other organizations (AMA, 1996). 


Ensuring Effective, Early Interventions and Confidentiality 


As outlined in Chapters 2 and 3, three million teenagers acquire an STD 
each year and high-risk sexual activity among adolescents has become more 
common during the past two decades, increasing the number of adolescents and 
young adults at risk for STDs. Current data indicate that almost 40 percent of 
adolescents in the ninth grade have already had sexual intercourse (CDC, 1995). 
Adolescents are at greater risk of exposure to and infection with STDs than are 
adults. This is due to high-risk sexual behavior, increased biological 
susceptibility of the adolescent cervix to infectious diseases, and the greater 
likelihood of exposure to the social factors contributing to STD risk. 

Many opponents of education for adolescents about sexuality and STDs 
believe that adolescents should only be told not to have sexual intercourse and 
that other forms of education are not appropriate. At the other end of the 
spectrum, some advocate that adolescents should be assumed to be sexually 
active and given appropriate education regarding STDs, without any messages 
regarding the appropriateness of sexual intercourse among adolescents. The 
committee believes that some aspects of both perspectives are valid and should 
be part of a national initiative to prevent the initiation of high-risk sexual 
activity among adolescents. Adolescents should be strongly encouraged to delay 
sexual intercourse until they are emotionally mature enough to take 
responsibility for this activity. In spite of messages to delay intercourse, most 
individuals will initiate sexual intercourse during adolescence. They should 
have access to information 


EBSCO Publishing : eBook Collection (EBSCOhost) - printed on 2/28/2023 4:57 AM via UNIVERSITY OF 
OKLAHOMA 

AN: 831 ; Institute of Medicine, Committee on Prevention and Control of Sexually Transmitted Diseases, 
William T. Butler, Thomas R. Eng.; The Hidden Epidemic : Confronting Sexually Transmitted Diseases 
Account: s8440683 


true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be 


ala 


AGAAMB DFE SeMtatb rt Tah t hh Ee HieAAaM AAR Sst seed CR ch aBsaer HBHPCUEMME THESE Ce com dhe eH LB OrighreMt JaberssSaeHbt trom the 


r 


ight 
righ 
retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution. 


fo BPE 


About taeyBght 9/d 997 iNatlonaly 
original Rod SH ng feet Jpabhy 


ESTABLISHING AN EFFECTIVE NATIONAL SYSTEM TO PREVENT STDS 265 


and instruction regarding STDs, unintended pregnancy, and methods for 
preventing both. As reviewed in Chapter 4, such instruction does not increase 
sexual activity among adolescents. Because information is a necessary but not 
always sufficient condition for behavior change, interventions and policies to 
facilitate development of behavioral skills are also necessary. 

To prevent STDs among adolescents, it is necessary to provide them with 
accurate, comprehensive information and give them instruction in ways to 
implement healthy sexual behaviors. As discussed in Chapter 3, adolescents 
experience a large information gap regarding STDs. Surveys show that they 
receive much of their information regarding sexuality and STDs from their 
peers, the mass media, or other unreliable sources of information rather from 
their parents or health care professionals. Studies cited in Chapter 4 show that 
many school-based programs and mass media education campaigns are 
effective in improving knowledge about STDs and in promoting healthy sexual 
behaviors. Therefore, the committee believes that school-related programs 
(including school-based and school-linked programs) and mass media 
campaigns should comprise two major components of an effective prevention 
strategy for adolescents. 

Although school-based prevention programs should be a major means for 
preventing risky sexual behaviors among adolescents, it is not realistic to expect 
that such programs will be successful in all situations or that they will be 
effective in isolation. This is because such programs cannot control other 
influences on adolescent health behaviors, such as the mass media and peer and 
community norms regarding sexual behavior. In addition, the wide variability in 
the quality of and support for school-based programs in communities is a barrier 
to effectiveness of programs. Therefore, as with other interventions proposed by 
the committee, school-based programs must be implemented along with 
individual- and community-based interventions to promote healthy sexual 
behaviors. In evaluating school-based programs and other behavioral 
interventions to prevent STDs, it should be recognized that the outcomes of 
interest (e.g., reduction in STDs, reduction in risky sexual behaviors) are 
influenced by factors other than the intervention being studied. Therefore, 
evaluations of program effectiveness should account for other influences that 
exist under real world conditions. 

Clinical services for adolescents need to be more accessible for reasons 
outlined in Chapter 3. Adolescents are one of the age groups least likely to have 
health insurance coverage: they infrequently present to regular health care 
facilities, and confidentiality is a major concern for them. In addition, the cost 
of health services may be a significant barrier. Many adolescents are seen at 
routine exams, including physical examinations for participation in sports, in 
school-related and family planning clinics, and by primary care professionals. 
Clinicians should utilize these and other appropriate clinical encounters to 
educate all and screen sexually active adolescents for STDs. For example, all 
adolescents should be counseled regarding methods to protect against STDs 
when prescriptions for 
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nonbarrier contraceptives are given and when they are evaluated for an 
unintended pregnancy. 

As discussed in Chapters 4 and 5, ensuring confidentiality of services is 
extremely important, especially for adolescents. Given that most adolescents are 
unwilling to seek medical attention for an STD unless confidentiality is ensured, 
adolescents should be able to consent to STD-related services without parental 
knowledge. Forty-nine states and the District of Columbia currently have laws 
that give a minor explicit authority to consent to diagnostic and treatment 
services for STDs (AGI, 1995). Of these states, 16 allow physicians to notify 
parents of treatment provided. Pending federal legislation may interfere with a 
minor's ability to consent to STD-related services and could have a harmful 
impact on efforts to prevent STDs among adolescents. * As discussed in 
Chapter 5, billing and claims-processing procedures of some health plans may 
be a major barrier to confidential STD-related services. The committee believes 
that parental notification of treatment for an STD, either by providers or 
indirectly through billing or claim-processing procedures, is likely to discourage 
adolescents from seeking health care for potential STDs, and thereby increase 
the potential for STD-related complications and transmission to others. 

There are significant numbers of adolescents who are disenfranchised. As 
documented in Chapter 3, a substantial number of adolescents live in detention 
facilities and group homes, or are sex workers or runaways or otherwise 
homeless persons. In addition, a substantial number of these adolescents were 
sexually abused as children. As a result, these youth often behave in a high-risk 
manner that puts them at increased risk for STDs and other health problems. All 
of these young people have significant problems obtaining health care and need 
access to comprehensive, high-quality health services in general and STD- 
related services in particular. Although school-based programs will reach the 
overwhelming number of adolescents, interventions for those who do not attend 
school should also be developed and implemented. 

Therefore, the committee makes the following recommendations: 


¢ A major part of a national strategy to prevent STDs should focus on 
adolescents, and interventions should begin before sexual activity is 
initiated, which may be before adolescence is reached. Interventions 
should focus on preventing the establishment of high-risk sexual 
behaviors. 

¢ All health plans and health care providers should implement policies in 
compliance with state laws to ensure confidentiality of STD- and 
family-planning-related services provided to adolescents and other 
individuals. The following actions should be taken to ensure 
confidentiality of services: 
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health plans should review billing or claims-processing procedures to 

ensure that they preserve confidentiality of services; 

2. the National Committee for Quality Assurance and other organizations 
that accredit health plans should ensure that a health plan's ability to 
ensure confidential access to STD-related services is appropriately 
assessed; 

3. state and local health professional organizations should disseminate 
information regarding the importance of maintaining patient 
confidentiality to their members; and 

4. the Academy of Pediatrics and other health professional organizations 

should educate pediatricians and other clinicians who provide health 

services to adolescents regarding the negative impact of parental 
notification for STD-related services. 


Expanding School-Based Programs 


Schools are critical venues for STD prevention activities. Survey data 
show overwhelming public support for school-based HIV/STD education 
programs. Studies cited in Chapter 4 show that school-based education 
programs are effective in improving knowledge regarding STDs, delaying 
adolescent initiation of sexual intercourse, and increasing use of condoms. Most 
teenagers indicate that the school is their primary source of information 
regarding STDs; this indicates that other sources of information are lacking. 

Scientific studies and evaluations of school-based programs for STD 
prevention do not support the contention that such programs encourage students 
to have sex. Unfortunately, these programs have become highly controversial 
and efforts to provide STD-related education outside the home have been 
consistently resisted by certain groups. The committee recognizes that some 
parents and interested groups have sincere, deeply held personal beliefs 
regarding sex and STD education in schools that prevent them from supporting 
such programs. However, the committee believes that the scientific evidence 
presented in Chapter 4 in support of school-based educational programs for 
STD prevention is strong; that adolescence is the critical period for adopting 
healthy behaviors; and that school is one of the few available venues for 
reaching adolescents. 

The committee believes that it is important to distinguish opposition to 
school-based programs and other STD prevention efforts that are primarily 
based on religious and personal beliefs from that based on systematic 
evaluations of program effectiveness or scientific research. Understanding the 
underlying reasons for such opposition can help communities resolve 
differences. Because of the controversial nature of the issue, health departments 
and other agencies and organizations desiring to implement a school-based STD 
prevention program should work closely with school administrators, health 
educators, teachers, parents, and students throughout the planning and 
implementation process. 

Surveys cited in Chapter 4 show that many states specifically require 
schools 
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to offer instruction on HIV and/or STD prevention, and most health education 
teachers reported teaching STD prevention. However, studies indicate that 
instruction, when it exists, is not consistently implemented at an early enough 
age. In addition, teaching materials for STDs need to be developed. Current 
instruction is of inconsistent quality and effectiveness, and variable content and 
time is devoted to it. Besides providing information, school-based education 
programs need to provide students with the skills to implement healthy sexual 
behaviors. The committee believes that it is possible to increase knowledge, 
change attitudes, and influence behavior of adolescents by expanding the use of 
school-based health education curricula and by providing the training and 
support necessary to improve existing programs. 

Given the high rates of sexual intercourse among adolescents and the 
significant barriers that hinder the ability of adolescents to purchase and use 
condoms (as cited in Chapter 4), the committee believes that the current 
evidence is sufficiently strong to recommend expansion of condom availability 
in schools. Definitive data regarding the effectiveness of condom availability 
programs in schools are limited, because such programs are relatively new and 
few have been designed for measurements of effectiveness. However, available 
data regarding school- and community-based condom availability programs 
cited in Chapter 4 suggest that such programs are effective. Data also show that 
both parents and students are highly supportive of such programs and believe 
that they have a positive effect on prevention of HIV infection and other STDs 
among adolescents. None of the studies reviewed by the committee suggests 
that access to condoms in schools results in increased sexual activity among 
students. Legal challenges to these programs based on constitutionality 
arguments have been found to be largely without merit. Because of the sensitive 
nature of this issue, it is clear that schools, school boards, public health 
officials, health plans, parents, and students will have to work closely together 
in establishing condom availability programs. 

As discussed in Chapters 3 and 5, students in universities and colleges also 
are at high risk for STDs. The scope and quality of STD-related services in 
these institutions, however, are unclear. Because many adolescents and young 
adults do not have private health insurance, school and student health clinics 
should ensure that confidential and comprehensive STD-related services are 
available. 

Hepatitis B vaccine is highly effective and recently has been recommended 
for all infants and adolescents (11- and 12-year-olds), as well as for other 
adolescents and adults at high risk for hepatitis B virus infection. Many 
adolescents and adults at high risk for this infection, however, have not been 
vaccinated. Immunizing adolescents is difficult because of their relatively 
infrequent encounters with health care professionals and inadequate access to 
health care. Until childhood hepatitis B immunization ensures that all 
adolescents are protected, all clinical opportunities to immunize adolescents 
against hepatitis B virus infection need to be utilized. This includes school- 
based and school-linked clinics and 
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dedicated public STD clinics. Ideally, all adolescents should be immunized 
before they become sexually active. 
Therefore, the committee makes the following recommendations: 


e All school districts in the United States should ensure that schools 
provide essential, age-appropriate STD-related services, including 
health education, access to condoms, and readily accessible and 
available clinical services, such as school-based clinical services, to 
prevent STDs. Ultimately, parents, teachers, health professionals, and 
others in the community should decide what kinds of instruction and 
services are most appropriate for specific grade levels. Specifically, school 
districts should: 


1. require that information regarding the prevention of STDs, including HIV 
infection, and unintended pregnancy be part of required health education 
instruction for all students. Such instruction should be part of a 
comprehensive health education curriculum that is sequential, age 
appropriate, and given every year. Instruction regarding STDs, including 
HIV infection, and unintended pregnancy should start before adolescents 
in the school become sexually active. Because the quality of health 
education in schools is currently variable, schools should modify and 
implement model programs, such as those identified and evaluated by the 
CDC or other organizations. Public health departments and 
nongovernmental, voluntary organizations should assist departments of 
education in developing or modifying health education curricula for local 
needs and in evaluating and disseminating effective school-based 
curricula and other interventions to reduce high-risk sexual behaviors. In 
addition, state and local departments of education should support or 
provide training for teachers and school administrators involved in 
instructing or advising students regarding STDs; 

2. ensure that condoms are available to students as part of a comprehensive 
STD prevention program. Condoms should be made available along with 
information regarding sexual decision-making, including delaying of 
sexual intercourse. Condom availability programs should also include 
instruction on proper use of the condom and should have an evaluation 
component to assess effectiveness. Local health departments, health 
plans, and other private sector organizations should form partnerships 
with schools to establish and maintain these and other STD prevention 
programs; and 

3. ensure that school-based and school-linked health clinics provide STD- 
related clinical services, such as counseling for high-risk sexual 
behaviors; screening, diagnosis, and treatment of STDs; and hepatitis B 
immunization for all students. Health plans should develop collaborative 
agreements with school-based and school-linked clinics, including 
payment for confidential STD-related services for plan enrollees that are 
provided by such clinics. Schools should work with local health plans to 
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services. In addition, universities and colleges should ensure that their 
student health services provide the above services. 


e All health plans, clinicians, and publicly sponsored health clinics 
should provide or arrange for hepatitis B immunizations for their 
infant, adolescent, and adult patients according to the Advisory 
Committee on Immunization Practices (ACIP) guidelines. Given the 
difficulty in reaching adolescents in health care settings, public health 
officials should ensure that adolescents who are not immunized in 
health care settings are immunized through school-based or other 
community programs. Additional infrastructure and programs for 
vaccinating adolescents and adults at risk for hepatitis B virus infection, 
through settings such as public STD clinics, should be developed and 
implemented. This infrastructure may also be used when vaccines against 
other STDs become available. In addition, communities should consider 
including hepatitis B immunization for adolescents and children in the local 
immunization campaigns that have traditionally focused only on vaccines 
for young children. 


Establishing New Venues for Interventions 


The risk of STDs among disenfranchised groups can be significantly 
reduced through appropriate innovative interventions. Venues for intervention 
need to be expanded because these groups are difficult to reach through 
traditional health care settings. Health services for disenfranchised persons do 
not have popular support; as a result, such services have been marginalized and 
underfunded. However, because these groups represent reservoirs of infection 
for the community, and for other reasons, it is important that they receive 
appropriate STD-related services. 

Currently, knowledge of sociocultural factors related to transmission of 
STDs is not sufficient to fully explain why some ethnic and racial groups in the 
United States have higher STD rates than the general population. As discussed 
in Chapter 2, poverty and sexual behavior do not entirely explain the higher 
rates of STDs in some groups. Other potential explanations, discussed in 
Chapter 3, that are associated with increased risk of STDs and their associated 
complications are known to vary across racial or ethnic groups. These 
explanations include inadequate access to health care, lack of awareness and 
knowledge of STDs, and substance use behaviors. Further research is needed to 
evaluate the role of sociocultural and other factors in STD transmission among 
different ethnic and racial groups. 

It is important to recognize that the underlying cause of STDs is high-risk 
sexual behavior that is common among all racial and ethnic groups in the 
United States. Therefore, in this report, the committee proposes an approach to 
STD prevention that is focused on the specific behaviors and ecological factors 
that 
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put all individuals at risk. Race- and ethnic-specific rates of STD should not be 
used to stigmatize specific groups as high-risk populations, but rather they 
should be used to justify adequate attention and allocation of resources to 
reduce STD rates among these population groups. The committee recognizes 
that by its emphasis on behaviors common among all groups, it is possible that 
funds may be diluted and redirected away from certain high-risk communities 
to more general, lower-risk populations. The committee, however, does 
advocate focusing interventions on certain high-risk groups as discussed later in 
this section. The notion of focusing on behaviors that put all persons at risk 
rather than certain high-risk groups is reflected in current health policies. For 
example, the recommendation to screen all pregnant women for HIV, rather 
than screen only certain groups of pregnant women, reflects the notion that all 
pregnant women have had unprotected sexual intercourse. In order to 
appropriately address target behavioral risk factors, however, surveillance of 
sexual behaviors and STDs is essential. 

Most of the research regarding drugs, alcohol, and STD transmission cited 
in Chapter 3 is cross-sectional in nature and does not allow for determination of 
cause and effect. The committee, therefore, cannot definitively estimate the 
impact of substance use on STD transmission. The associations between drug 
and alcohol use and STD transmission, however, are substantial and have 
important implications for improving STD prevention. Substance use increases 
the risk of STDs on an individual level by making it more difficult for persons 
to take protective actions against STDs. In the case of crack cocaine, drug use 
not only increases personal risk for STDs, but also has an effect on the 
prevalence of STDs in certain communities by altering social structures. An 
increased emphasis on outreach services for substance users is indicated 
because health services for such persons are fragmented and often not 
accessible. STD prevention efforts need to include individuals who are at risk 
for substance use and specifically target venues where substance users can be 
effectively reached with tailored interventions. 

The increasing number of persons in correctional facilities represents a 
growing pool of people at risk of STDs and a potential source of infection for 
others when inmates are released. Data cited in Chapter 3 indicate that 
screening and treatment of all prisoners and detainees is an important public 
health strategy for the following reasons: (a) the prevalence of STDs is 
extremely high in this population; (b) treatment may reduce the spread of STDs 
in the community once detainees are released; (c) detention represents an ideal 
opportunity to screen for health problems in a population that does not 
ordinarily have access to health care; and (d) treatment reduces spread of STDs 
within detention facilities and averts associated long-term health care costs. 
Rapid screening and treatment of persons in detention facilities represent an 
opportunity to effectively contain STDs in a high-risk group. Because of lags in 
obtaining laboratory results, rapid turnover of detainees, poor treatment 
compliance, drug contraindications during pregnancy, and other issues, the 
optimal screening and treatment program for 
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detention facilities varies with the characteristics of the facility and population. 
At a minimum, all persons entering detention facilities should be screened and 
treated for STDs. As reviewed in Chapter 3, in addition to having high rates of 
STDs upon entry, some inmates continue to have high rates of unprotected sex 
and drug use while in prison. Therefore, diagnostic and treatment services, risk 
reduction, and other prevention programs for prisoners are needed. Prevention, 
early detection, and treatment are appropriate even for long-term prisoners 
because such a strategy is more cost-effective for the correctional system than 
treating the severe long-term complications of STDs. 

Few correctional facilities currently provide access to condoms. Although 
condoms can be used as weapons or to conceal contraband, as cited in 
Chapter 3, the experience of correctional systems with condom availability 
programs indicates that such programs do not increase these problems. Given 
the circumstances under which sexual intercourse occurs among prisoners, 
research regarding the effectiveness of condom availability programs and other 
methods for reducing the prevalence of unprotected sexual intercourse within 
correctional facilities is indicated and should be supported by the Department of 
Justice and the Department of Health and Human Services. 

Sex workers, runaways, and the homeless are at high risk of STDs and 
almost always lack health insurance and are difficult to reach. These 
populations, however, may be more accessible through nontraditional venues 
and mobile clinics. Examples of effective approaches to reach these groups are 
cited in Chapters 3 and 4. Migrant workers need access to STD-related services 
in an environment that minimizes cultural and language barriers. Because of the 
lack of education of most migrant workers, health education for STDs must 
begin at the most basic level. To address cultural and language barriers, peer 
educators may be effective in reaching many migrants and other groups. 

Nontraditional venues for delivering STD-related services, such as 
detention facilities, drug treatment clinics, alcohol treatment facilities, and other 
sites where disenfranchised persons can be found, are appropriate sites for 
prevention activities. Most nontraditional venues for STD prevention have not 
been targeted by STD program staff, and there are many problems that may 
arise in implementing STD-related services in such settings. Appropriately 
trained staff and tools that are suitable for such situations are essential. For 
example, outreach workers commonly need multiple language and cultural 
sensitivity skills in order to effectively deliver services to these ethnically and 
culturally diverse groups. Despite the barriers that make delivery of services in 
these settings challenging, it is critical that STD-related services be provided in 
places where persons at high risk for STDs are frequently encountered. Such 
services may either be furnished by staff of these facilities or supplied through 
partnerships with local health departments, health plans, and _ other 
organizations. Given the evolving epidemiology of STDs, health officials need 
to continually monitor and reassess the most appropriate and effective 
community-based venues for prevention. 
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New biomedical, epidemiological, and behavioral tools are needed to 
contain persistent epidemics of STDs among disenfranchised populations. One 
of the major barriers to effective screening programs for disenfranchised 
populations is the relative lack of diagnostic tests that can be used outside of the 
health-care setting. Ideally, to maximize their usefulness in field situations, tests 
should be inexpensive and rapid and use noninvasive clinical specimens, such 
as urine or saliva. The ability to diagnose STDs using noninvasive clinical 
samples presents tremendous potential opportunities for innovative STD 
prevention programs. For example, this technology may enable more 
widespread clinician use of laboratory testing, allow for expansion of screening 
programs in venues not traditionally targeted by STD programs, and improve 
health-seeking behavior for STDs. In addition, improvements in the following 
areas would be beneficial in providing services to disenfranchised persons: 
rapid diagnostic tests for genital ulcer diseases; effective oral therapies that are 
suitable for use in community-based prevention campaigns; protocols for rapid 
assessments of community substance use patterns; and guidelines for STD 
screening in a variety of traditional and nontraditional health care settings. 
Innovative, effective, and rapid screening and treatment protocols for syphilis, 
such as that implemented in New York City's major facility for admission 
medical screening of female inmates (described in Chapter 3), should be 
considered. 

Various government agencies have responsibility for delivering health 
services to disenfranchised persons but may not coordinate such services, thus 
gaps in services result. For example, a prisoner may be screened for an STD 
upon arrival but, unless the results are available before release, there is no 
assurance that the individual will be treated by a health care provider in the 
community. Given the variety of agencies that provide services to substance 
users, the Department of Health and Human Services, including the CDC and 
the Substance Abuse and Mental Health Services Administration, should work 
with other federal agencies to coordinate STD prevention programs for 
substance users. Providing STD-related services to disenfranchised persons 
requires innovative approaches, additional planning, and resource commitments 
because of the special considerations and staff skills that are needed to reach 
these populations. 

Therefore, the committee makes the following recommendations: 

Federal, state, and local agencies should focus on reducing STDs 
among disenfranchised populations (e.g., substance users, persons in 
detention facilities, sex workers, the homeless, migrant workers) by: 


1. coordinating their various health-related programs to ensure effective, 
comprehensive STD-related services for populations at high risk for 
STDs. Coordination of services and sharing of resources are especially 
important for federal agencies (e.g., the Department of Health and Human 
Services, the Department of Justice) and should be priorities both among 
and within agencies; 
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2. ensuring that STD prevention programs establish linkages with 
correctional facilities, substance use treatment programs, homeless and 
runaway programs, migrant health programs, and other facilities and 
programs that serve high-risk populations to ensure appropriate screening, 
diagnosis and treatment, and follow-up of infected persons and their 
partners. Such linkages should ensure that all adolescents and adults 
living in environments where the risk for STDs is high have access to 
confidential, comprehensive, high-quality STD-related services. In 
addition, the CDC, in collaboration with other appropriate agencies, 
should develop STD screening guidelines suitable for use in venues that 
have not been traditionally targeted by STD screening programs; and 

3. developing and implementing interventions and services for STDs that are 
(a) focused, sustained, and culturally appropriate; (b) provided by a 
spectrum of health care professionals, including potential non-health-care 
professionals such as educators, peers, and community volunteers; (c) 
delivered through a variety of settings, including nontraditional settings 
such as substance use treatment centers, mobile clinics, and the streets; 
and (d) reinforced at multiple points and venues to sustain and maximize 
effectiveness. 


Prisons and other detention facilities should provide comprehensive 
STD-related services, including STD prevention counseling and education, 
screening, diagnosis and treatment, partner notification and treatment, 
and methods for reducing unprotected sexual intercourse and drug use 
among prisoners. Rapid screening and treatment programs for STDs should be 
developed and implemented. In addition to health agencies, prison 
administrators should seek assistance and guidance in developing and 
implementing the above services from correctional systems that have already 
implemented effective programs to prevent STDs. 

The National Institutes of Health, the Food and Drug Administration, 
and the CDC should work with pharmaceutical and _ biotechnology 
companies to develop improved STD diagnostic tools (e.g., rapid saliva and 
urine tests) that are suitable for use in nontraditional health care settings 
(e.g., prisons, mobile clinics, the streets). Pharmaceutical, biotechnology, and 
medical device companies should continue to invest in research to develop and 
improve vaccines, diagnostic tests, antiviral treatments, and mechanical and 
chemical barrier protection for women and assist in promoting public and health 
care provider awareness and knowledge of STDs. In addition, such companies 
should ensure that the cost of existing and new biomedical interventions for 
STDs are affordable to publicly sponsored STD programs. 


STRATEGY 4 ENSURE ACCESS TO SERVICES 


Strategy 4 is to ensure access to and quality of essential clinical 
services for STDs. As demonstrated in Chapter 5, both public and private 
sector clinical 
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services for STDs are currently fragmented, inadequate, and sometimes of poor 
quality. Timely access to clinical services for STDs is vital to prevent further 
transmission. Access to clinical services is supported by the absence of financial 
barriers to obtaining health services, minimization of nonfinancial barriers, 
assurance that patients will not be stigmatized, and assurance that services are 
sensitive to sociocultural diversity. Assuring access, however, is not a sufficient 
method of ensuring that clinical services are effective. Providing access in both 
the public and private sectors allows those who need services to get them, while 
quality assurance improves the likelihood that services will be effective when 
delivered. Ensuring access to and quality of clinical services maximizes 
coverage and effectiveness of STD-related services. Therefore, universal and 
timely access to high-quality clinical services should be the goal of the clinical 
care system. 

Under Strategy 4, the committee proposes to improve and expand clinical 
services for STDs by (a) ensuring access to services at the local level, (b) 
improving dedicated public STD clinics, (c) expanding the role of health plans 
and purchasers of health services, (d) improving the training of clinicians, and 
(e) improving clinical management of STDs. 


Ensuring Access to Community Services 


Access to services is facilitated by expanding availability of STD-related 
services through primary care clinicians and by coordinating services at the 
local level. 


Incorporating STD-Related Services into Primary Care 


Effective STD-related care encompasses biomedical interventions (e.g., 
diagnosis and treatment); behavioral interventions (e.g., patient counseling); 
and social interventions (e.g., substance use prevention and treatment). Primary 
care providers can be effective coordinators of these types of health and social 
services in the community (IOM, 1996b). This is especially important for 
disenfranchised persons who are at high risk for STDs and other infectious 
diseases and require multiple services. Because primary care treats the 
individual in the context of other physical and mental health problems and 
fosters ongoing relationships between the clinician and the individual, the 
likelihood of early STD detection and effective preventive interventions, such 
as regular clinician counseling, increases. In addition, incorporating STD- 
related services into primary care may improve access to services since primary 
care clinicians are much more numerous than public STD clinics. Primary care 
providers diagnose the majority of STDs in the United States, and it is likely 
that primary care health professionals in the private sector will play a greater 
role in STD prevention. 

Another reason for incorporating STD-related clinical services into 
primary care is the wide variation in the quality, scope, accessibility, and 
availability of 
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services currently provided by many public STD clinics. However, limited 
research has been performed regarding the quality and scope of STD-related 
services in primary care settings. While the committee is optimistic regarding 
the ability of primary care clinicians to improve STD-related services, it 
recognizes that barriers to their ability to provide comprehensive services, as 
outlined in this report, are substantial. Although many of these barriers need to 
be addressed before primary care clinicians are fully able to provide 
comprehensive STD-related services, the committee believes that the long-term 
process of incorporating STD-related services into primary care should begin as 
these barriers are addressed. 

Whether in a fee-for-service or a managed care setting, privately insured 
patients usually receive STD-related services as part of comprehensive primary 
care or, for women, gynecological care. However, such services are isolated 
from public sector services and broader efforts to prevent STDs in the 
community. With very few exceptions, it appears that private health care 
professionals are unaware of both the prevalence of STDs among privately 
insured persons and the serious and expensive sequelae of undetected infections. 

Therefore, the committee makes the following recommendation: 


¢ Comprehensive STD-related services should be incorporated into 
primary care, including reproductive health services. Primary care 
should include the full range of STD-related services, including screening, 
diagnosis and treatment, partner notification and treatment, health 
education and counseling, and community outreach. Such services should 
be delivered by health care professionals with training in STD clinical 
management. These professionals may be STD specialists or primary care 
providers who have received STD-specific training. Regardless of the 
clinical setting, the provision of such services by poorly qualified health 
care professionals with no specific training in STDs is not recommended 
because it will result in inadequate diagnosis and treatment and poor 
coordination with other STD-related services. 


Coordinating Services at the Community Level 


Communities differ widely in their health needs and capacity to support a 
system of STD-related services. Therefore, the organization of community STD 
prevention services must be tailored to local needs and conditions. No single 
model will be appropriate for all communities. For example, only some 
communities will be able to depend on the teaching and research support of 
academic health centers that have established model STD prevention programs, 
including clinical capacity. Clinicians with training in STDs may be readily 
available in the private sector in urban areas, but difficult to find in rural areas. 
Communities with large numbers of high-risk persons and high STD rates may 
need a system of dedicated STD clinics, but communities with low STD rates 
may only require 
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primary care providers trained in STD prevention, diagnosis, and treatment. In 
addition, dedicated public STD clinics are not likely to be cost-effective in 
some rural communities that have high rates of STDs but relatively small 
populations. 

Each community, through the leadership of the local health department, 
should ensure universal access to high-quality, comprehensive STD-related 
services. At a minimum, public and private sector health services should be 
coordinated to increase coverage and ensure optimal use of resources. 
Depending on local conditions, public health departments should incorporate 
STD-related services into other public and private primary health care services. 
Depending on epidemiologic patterns, health insurance coverage, population 
density, and other community characteristics, communities may continue to 
support dedicated public STD clinics or may shift such services to community- 
based clinics or the private sector. Dedicated public STD clinics may be phased 
out in communities with relatively few uninsured high-risk persons if public- 
private contractual arrangements ensure that STD-related clinical services will 
be provided by community-based and private sector clinicians in a timely 
manner. However, communities with a high prevalence of STDs, a large 
number of uninsured residents, or difficulty forging public-private partnerships 
are likely to find that public STD clinics are necessary to ensure universal 
access to comprehensive STD-related services. 

Public health agencies may consider one or a combination of alternative 
models for providing services, including provision of services through contracts 
or agreements with public sector health programs, community-based health 
programs, universities or teaching hospitals, or private health care professionals, 
including managed care organizations and other health plans. Contracts and 
partnerships may include agreements regarding patient referral for specific 
services, sharing of resources, or shared administration and management of 
programs. Regardless of how community services are organized, local health 
departments must provide leadership in the community to ensure universal 
access, promote preventive services, conduct disease surveillance, ensure 
confidentiality of services, assess the effectiveness of services, train clinicians, 
and implement policies to prevent STDs (IOM, 1988). 

Therefore, the committee makes the following recommendation: 


¢ Local health departments, with the assistance of the state health 
department and in consultation with the community, should determine 
how to provide high-quality, comprehensive STD-related clinical 
services that meet federal and state quality standards most effectively 
in their communities. 


Improving Dedicated Public STD Clinics 


Public STD clinics are the primary source of STD-related services for the 
uninsured and provide an important focus for STD prevention at the community 
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level. The management and quality of services provided by dedicated public 
STD clinics, as described in Chapter 5, need significant improvement to ensure 
confidential, comprehensive, high-quality STD-related services for all persons. 
The committee has witnessed the wide variation in the quality, scope, 
accessibility, and availability of services provided by public STD clinics 
firsthand during their site visits and through their professional experience. Some 
public programs, usually university-affiliated, provide STD-related services that 
are personalized and efficient, and provide STD diagnostic and treatment 
services along with counseling and education, HIV testing and counseling, and 
family planning services. Many local health departments, especially in 
metropolitan areas, however, operate dedicated STD clinics that are isolated 
from other public health and personal health services, including HIV screening 
and counseling clinics. In many clinics, quality of care, monitoring, and 
assessment have not been a priority. 


Ensuring Access and Quality 


As discussed in Chapter 5, dedicated public STD clinics historically have 
emphasized serving large numbers of patients and their sex partners, who are 
identified through patient interviews. These clinics seldom emphasize the long- 
term disease management that chronic viral STDs require or effective long-term 
behavioral interventions that require multiple sessions. Examples of other 
appropriate long-term disease management activities include early management 
of HIV and hepatitis B virus infection, suppression of recurrent genital herpes, 
Pap smear screening and managing cervical dysplasia, administration of 
complete vaccination series for hepatitis B, and treatment of genital warts. In 
large cities, public STD clinics tend to be overwhelmed with patients, and 
provide impersonal care. Recruiting high-quality health care professionals to 
work in these settings is also difficult. In many small communities, dedicated 
STD clinics may be open for only several hours each week, relying on health 
personnel who may be inadequately trained in STDs and may have too many 
competing responsibilities. Moreover, these clinics often suffer from 
fragmentation and frequently are inefficiently managed. 

Dedicated STD clinics help set community standards and train health 
professionals in STD prevention, including screening, risk assessment, 
diagnosis and treatment, partner notification, and education and counseling. In 
some areas, dedicated STD clinics serve as the focus for training of health 
professionals, performing clinical research in STDs, and setting standards for 
STD services in the public and private sectors. Although many small 
communities and communities with low STD rates do not require dedicated 
public STD clinics, nearly all states in the United States have one or more cities 
with such clinics. Again, local health officials need to assess the status of 
clinical services in their communities and determine the most appropriate model 
for delivering services. In all cases, health departments that operate dedicated 
public STD clinics should ensure that 
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these clinics collaborate with community-based health clinics, including family 
planning clinics and school-based programs, university and hospital medical 
centers, and private sector health care professionals, to improve the scope and 
quality of care in dedicated public STD clinics. 

As previously mentioned, the committee supports incorporating STD- 
related services into primary care. The committee believes that, in some 
communities and situations, dedicated public STD clinics should continue to be 
an important component of STD prevention because, in most areas, persons 
who use public STD clinics usually are uninsured. Data cited in Chapter 5 
indicate that convenience, confidentiality, low cost, and perception of expert 
care at public STD clinics are important to clinic users. The populations at 
greatest risk for STDs-the young, disenfranchised groups, and certain ethnic and 
racial groups-tend to have the least access to health care. One of every four 
persons 15-29 years old is uninsured. Lack of private health insurance and 
dependence on Medicaid suggest why some ethnic groups and persons with 
lower incomes account for a disproportionately large share of public STD clinic 
visits in many urban areas. Therefore, without universal health care coverage in 
the United States or improved access to STD-related services in the public and 
private sector, effective STD prevention will continue to require public STD 
programs to ensure access to STD-related services for the uninsured. 

The committee is particularly concerned regarding the potential adverse 
public health impact of the recently enacted welfare reform legislation, 
proposals to restrict social and health services to immigrants, and the proposed 
reductions in the rate of growth of Medicaid funds. It is likely that such 
legislation will increase the number of persons without health insurance 
coverage, and thus without financial access to health services. It is also possible 
that the above policies will indirectly promote certain behaviors that increase 
risk for STDs or inhibit prompt health-seeking behaviors. Adding to these 
public policies, the continuing decline in employer-provided health insurance 
also is likely to increase the number of uninsured. These developments raise 
grave concerns that even larger numbers of persons will be dependent on 
publicly financed STD clinics, increasing the importance of this safety net at the 
same time that such services are being curtailed in some places. 

Therefore, the committee makes the following recommendations: 


¢ Based upon local conditions and health department determination, 
dedicated public STD clinics should continue to function as a ''safety 
net" provider of STD-related services for uninsured and 
disenfranchised persons and for those who prefer to obtain care from 
such clinics. Should universal health care coverage in the United States be 
achieved, or if proposed changes in the existing delivery system for STD- 
related clinical services, including incorporating STD-related clinical 
services into primary care and improved access to 
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STD-related services in the public and private sector, are realized, the role 
of public STD clinics should be assessed. 

¢ The CDC, in collaboration with state and local health departments, 
should ensure that services provided by dedicated public STD clinics 
are of high quality. This involves initiating the development of quality 
indicators and implementing and monitoring performance measures that 
reflect quality of services and health outcomes rather than program 
operation. quality standards are recommended in the following three 
general areas: (1) technical standards (e.g., diagnostic capability in STDs), 
(2) operational standards (e.g., hours of operation and convenience of 
services, staffing), and (3) program content standards (e.g., scope of 
services and referral networks). Quality standards for STD-related services 
should apply to services provided by both public and private sector health 
care professionals. 


Collaborating with Academic Health Centers 


Some of the most promising models for STD prevention in the United 
States have involved collaborative efforts between local public health 
departments and academic medical centers. Several such models (e.g., 
Albuquerque, Birmingham, Baltimore, Boston, Cincinnati, Raleigh (NC), 
Chicago, Indianapolis, Minneapolis, New Orleans, San Francisco, St. Louis, 
Seattle) have involved joint health department/medical center recruitment and 
appointments of medical staff and collaborative training of medical students and 
house staff. In some cases, the health department has contracted with the 
medical center for delivery of medical services while retaining direct control of 
outreach and laboratory support services. Less extensive collaboration models 
have been established in many other cities to provide medical staffing, training, 
research, and reference laboratory capabilities. These models most closely 
parallel the pattern of delivery of clinical services in other developed countries. 

Although it is difficult to measure the impact of the academic health center/ 
public health department collaboration model on community STD rates, the 
apparent success of these models in the United States is evidenced by their 
relatively greater effectiveness in obtaining local, state, and federal funding for 
programs; their role in training clinical and public health leaders in STD and 
HIV prevention; their roles as regional training centers for public and private 
sector clinicians; their development and early adoption of innovative methods 
for diagnosis, treatment, and behavioral intervention; and their role in 
surveillance and early recognition of emerging STDs. Although such models 
are effective in areas where they are implemented, the model is less feasible for 
rural areas and small communities with more limited access to academic health 
centers. Nevertheless, these partnerships have steadily increased and, in nearly 
every instance, have resulted in improved patient care and training for health 
care professionals and have increased the number of high-quality public STD 
programs. Such collaborations 
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are particularly important not only in improving quality of dedicated STD 
clinics, but also in providing professional training required to expand STD- 
related services into the private sector. 

Therefore, the committee makes the following recommendation: 


¢ Health professional schools, including schools of medicine, nursing, and 
physician assistants, should partner with a local health department for 
purposes of STD clinic staffing, management, and_ professional 
training. Support from federal and state governments should be provided 
as incentives for such collaboration. 


Involving Managed Care Organizations and Other Health 
Plans 


The committee believes that, if certain concerns are adequately addressed, 
there is substantial potential for managed care health plans to improve both the 
quality of and access to STD-related services. As summarized in Chapter 5, 
managed care organizations have several characteristics that represent important 
opportunities for enhancing STD-related services among persons enrolled in 
managed care health plans. Compared with other health plans, the structure and 
resources of many managed care organizations allow for improved coordination 
and integration of care, accountability of services, incentives to provide 
preventive services, and quality monitoring of services through information 
systems. Managed care organizations have the potential to provide higher 
quality, more comprehensive STD-related services than traditional indemnity 
health insurance plans and independent private practice clinicians, who may 
have little incentive to provide preventive services. 

The committee identified some notable and impressive STD-related 
programs and activities among managed care organizations, as described in 
Appendix H. Some managed care organizations have developed and 
implemented STD or HIV prevention activities for both plan members and the 
community. Some large group- and staff-model managed care organizations are 
fully incorporating STD-related clinical services into routine practice. For 
example, Group Health Cooperative of Puget Sound, Harvard Pilgrim Health 
Care, and Kaiser-Permanente of Southern California offer a range of STD- 
related services, including education, screening, diagnosis, and treatment, 
relying on public health agencies for outreach, partner notification, and, often, 
counseling. 

Although the committee believes that managed care health plans are 
capable of improving STD-related services, it recognizes that they have not yet 
fully demonstrated this capacity. Therefore, as managed care expands in the 
United States, the performance of such health plans in providing STD-related 
services should be carefully monitored and evaluated to determine the impact of 
such health plans on access and quality of services, especially among persons at 
high risk for STDs. 
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The potential concerns related to expanding the role of managed care 
organizations in STD prevention are summarized in Chapter 5. Practice 
constraints and financial incentives and methods for financing managed care 
and other health plans are potential barriers to health plans providing 
comprehensive STD-related services. As long as purchasers of health services 
are generally basing their decisions on premium costs rather than on enrollee 
health outcomes, many health plans are unlikely to fulfill their potential as 
providers of comprehensive STD-related care. It is important to note that there 
is great variation in the types of managed care plans and also variation within 
the types of managed care organizations. The extensive STD-related programs 
of a few group- and staff-model managed care organizations should not be 
assumed to reflect the interest or commitment of the less-structured health 
plans, which are far more numerous and cover a larger proportion of the 
population. In addition, the community outreach prevention programs of a few 
not-for-profit managed care organizations may not reflect the commitments or 
programs of investor-owned, for-profit managed care organizations. The 
committee is particularly concerned with the rapidly growing, less-structured 
health plans that do not have integrated delivery systems, lack health 
professionals with training in STDs, and have less-developed information 
systems. Some of these health plans do not fully participate in quality assurance 
activities or adequately monitor performance. Given the great variability in 
managed care organizations and other health plans, quality assurance and 
accrediting organizations, such as the National Committee for Quality 
Assurance, should promote measures that monitor the quality of STD-related 
services provided by health plans. 

With very few exceptions, STDs are not yet high priorities among 
managed care organizations, and most are not involved in activities to prevent 
STDs in the general community. The committee's assessment is based on 
anecdotal information and was validated by a committee survey of managed 
care organizations that were considered to be likely providers of community 
health services (Appendix H). Given the limited data available regarding the 
scope and quality of STD-related services provided within the range of private 
sector health care settings, the CDC, in collaboration with the American 
Association of Health Plans, the National Committee for Quality Assurance, 
and the Health Insurance Association of America, should jointly sponsor or 
conduct a study to examine such services provided in private sector settings, 
including managed care organizations and other health plans. 

There are several explanations for the general lack of involvement of 
managed care organizations and other health plans in STD prevention activities. 
STDs are not perceived as widespread problems among plan members or by 
purchasers and therefore are not a priority for many health plans. Second, the 
general lack of involvement in community-based prevention activities is 
consistent with market conditions. Driven by employers' and other purchasers' 
demands for lower premiums, virtually no health plan can afford to provide 
clinical 
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services without payment. To do so would add to their cost base and increase 
their premiums, an undesirable action in a competitive market. It is in a plan's 
best interest to invest in preventive services if the member stays with the plan 
long enough to lower his or her use of more expensive treatment services, such 
as services required to treat late sequelae such as cervical cancer. It may be less 
expensive for health plans simply to treat STD infections than to invest in 
specialized training for clinicians and to support more comprehensive STD 
prevention programs. Plans that have a small market share or operate in a 
volatile market may be unlikely to invest significantly in disease prevention 
because of the high turnover rate of enrollees. Finally, many health plans have 
not supported STD prevention activities because they have traditionally relied 
on the availability of services in public STD clinics and, as a result, have not 
developed the capacity to deliver comprehensive STD-related care. 

STD prevention services may be in the long-term interests of enrollees and 
of the community, but the plan itself may not realize the rewards of that 
investment in the short term. It is interesting to note that certain preventive 
services have been widely adopted by health plans. In the case of childhood 
immunizations, which are typically provided by health plans, the benefit of the 
intervention is likely to be realized within a span of a few years. In the case of 
cancer prevention services, such as tobacco cessation services, which are not as 
widely covered by health plans, the greatest benefit (averting lung cancer) 
usually occurs many years later, but some benefits (decrease in respiratory 
disease) may occur in a shorter time period. Similarly, some sequelae of STDs 
occur within a few years (e.g., pelvic inflammatory disease, infertility, ectopic 
pregnancy, preterm delivery), while others occur only after many years (e.g., 
cervical and liver cancer, AIDS). Further, coverage of childhood immunizations 
by health plans has been stimulated in part by consensus guidelines. The U.S. 
experience indicates that only with structural, enabling, societal changes (e.g., 
requiring immunizations for entrance to school) have major advances occurred 
in widespread support for childhood immunizations. This paradigm suggests 
that practice guidelines and structural pressures (e.g., Medicaid contract 
requirements to provide services) are necessary to strengthen STD prevention 
efforts. 

The prevalence of STDs among health plan members is underrecognized. 
Managed care organizations and other health plans need to develop capacity 
and become more involved in STD prevention activities directed toward both 
plan members and the community in which they operate. Preventive services for 
STDs, such as risk assessment and screening, are likely to avert significant 
health care costs associated with serious complications of STDs, such as cancer, 
infertility, and perinatal problems. For example, a previously mentioned study 
conducted in a managed care organization showed that screening and treating 
women at increased risk for asymptomatic chlamydial infection dramatically 
reduced the rate of pelvic inflammatory disease in one year (Scholes et al., 
1996). In addition, by aiding STD prevention efforts among persons in the 
community who are not plan 
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members, health plans reduce the likelihood that their plan members will be 
exposed to infected partners. Health plans should also realize that screening and 
treating sex partners of plan members who are infected with an STD is in the 
interest of the health plan because such a strategy is likely to avert reinfections 
in the plan member. Finally, by participating in community-oriented activities 
and improving community health, health plans will help prevent long-term 
complications of STDs among persons who are not currently plan members, but 
may be in the future. Although the committee believes that health plans should 
develop capacity to provide comprehensive STD-related services, it recognizes 
that this will be a long process for many health plans. This is because some 
obstacles to full participation of health plans, such as assurance of 
confidentiality of services, coordination of services with public agencies, and 
legal considerations, must be addressed on several levels. In these cases, health 
plans, public health agencies, and purchasers of health services need to 
collaboratively address these issues. 

It is important to note that, regardless of whether managed care and other 
health plans are successful in improving the scope and quality of STD-related 
care, private health plans are unlikely to provide services to uninsured persons 
in the near future. Therefore, this group of potentially high-risk individuals 
currently requires access to publicly sponsored services. 

Therefore, the committee makes the following recommendation: 


¢ Health plans should provide for or cover comprehensive STD-related 
services, including screening, diagnosis and treatment, and counseling 
regarding high-risk behavior for plan members and their sex partners , 
regardless of the partners' insurance status. The following actions 
should be taken to ensure that comprehensive STD-related services are 
available through health plans: 


1. Federal, state, and local health agencies and health plan member 
associations should educate health plan executives regarding the need for, 
and benefits of, providing comprehensive STD-related services. 

2. Employers and other purchasers of health services should require that 
STD-related services be provided as part of covered services in contracts 
with health plans. 

3. State and local governments should require health plans participating in 
Medicaid contracts to provide or cover such services. 


Involving Employers and Other Purchasers of Health Care 


Employers, government agencies, and other purchasers of health care 
services have a potentially powerful influence on the scope and quality of STD- 
related services provided by health plans. Purchasers are the key to ensuring 
that managed care organizations and other health plans provide comprehensive, 
high-quality 
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STD-related services. The committee believes that employers should be 
interested in the health of the general community because employers within a 
region are essentially drawing from the same employee pool. However, few 
managers who negotiate contracts with health plans are aware of the health and 
economic impact of STDs on their employees. Therefore, the public health 
community will need to encourage purchasers to consider STD prevention as a 
priority. Employers are interested in including preventive health services in 
their negotiated benefits packages, especially if the services are shown to be 
cost-saving for the company or organization. Some STD-related services are 
cost-effective, but may not be recognized as cost-saving; these services also 
need to be supported. 
Therefore, the committee makes the following recommendation: 


¢ Federal, state, and local health agencies should educate employers, 
Medicaid programs, and other purchasers of health care regarding the 
broad scope and impact of STDs and the effectiveness of preventive 
services for STDs. 


Evaluating the Privatization of Services 


In an effort to reduce costs, improve quality of services, or incorporate 
clinical services in primary care settings, many local governments are 
considering privatizing clinical services traditionally provided by local public 
health departments. Pressures on local health agencies, such as reduced funding 
for STD-related services and the enrollment of Medicaid beneficiaries into 
managed care health plans, are resulting in the shifting of services within the 
public sector and between the public and private sectors. Some agencies have 
begun to provide STD-related clinical services along with more comprehensive 
primary care services, and many are seeking ways to shift STD-related services 
to the private sector. 

The costs, benefits, and sustainability of privatizing STD-related services 
should be carefully weighed. Several factors reduce the attractiveness of local 
health departments contracting out community-wide STD-related care to private 
health plans or private medical groups and clinics. First, health plans and 
private medical groups and clinics have generally shown little interest in 
providing clinical or other services to the entire community beyond their plan 
membership. Secondly, few health plans or private groups and clinics have 
experience providing comprehensive, high-quality STD-related services, 
especially to populations at high risk for STDs. Finally, and perhaps most 
important, many persons with STDs do not have health insurance and will not 
be served by any health plan. Although some private medical groups and clinics 
have offered to take over the role of public health clinics, they generally insist 
on receiving public funds to 
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fulfill that responsibility. It is not clear that this approach would be cost- 
effective or would result in more effective STD prevention. 

Further, there is concern among local health departments that, even if more 
health plans develop strong STD-related clinical services, some privately 
insured persons will continue to seek STD-related care from public programs. 
Some Medicaid enrollees and privately insured persons who may have an STD 
or have been exposed to an infected person may not feel confident in obtaining 
STD-related services from their health plan provider or in having their 
condition recorded in the medical records of their health plan. Effective 
prevention of STDs requires that all persons exposed to an STD and at risk of 
acquiring an STD, especially adolescents, have access to services in an 
environment that ensures confidentiality. 

Proponents of contracting out STD-related clinical services argue that 
directly providing clinical services is not an essential role of public health 
departments and that these services are most efficiently and effectively provided 
by the private sector. The committee is aware of both successful and 
unsuccessful attempts to privatize STD-related clinical services. As discussed 
earlier, some partnerships with medical schools have improved the quality of 
services in dedicated public STD clinics. Current data are not sufficient to 
determine under what circumstances, if any, privatization is cost-effective or 
results in better clinical care for persons with STDs. Regardless of whether 
local health departments choose to privatize such services, it is essential that 
local health departments, with assistance from state health departments, ensure 
that access is available and quality of services is regularly monitored and 
evaluated. The monitoring and assessment role of public health agencies 
requires agencies to monitor the prevalence of STDs in the community, identify 
high-risk populations or communities, and assess the adequacy of treatment and 
prevention efforts. This role also requires that government agencies monitor and 
ensure compliance with minimum standards for quality and accessibility of 
services. Effective performance of these roles requires improved collaboration 
among local health departments and community-based health services, private 
sector health care professionals, health plans, and other community stakeholders. 

The recent trend toward managed care in many states is increasing the 
proportion of Medicaid beneficiaries who will have to obtain their health care 
from managed care organizations. These changes could potentially improve 
their access to primary care services. Most health plans, however, will require 
beneficiaries to obtain STD-related services from specific providers, and 
thereby reduce access to STD-related services provided by out-of-plan 
providers. Therefore, standards for access and quality should be developed for 
STD-related services provided by managed care organizations, other health 
plans, and by public-private sector arrangements. 

Medicaid could be an important source of reimbursement for STD clinics, 
but the rapid spread of Medicaid managed care requires STD clinics to obtain 
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reimbursement for Medicaid patients from their health plans. To receive such 
payment, the clinics must become contract providers with the plans or receive 
payment for out-of-plan use of services, both of which could be encouraged or 
required by state Medicaid contracts. Agreements requiring managed care 
organizations and other health plans that participate in Medicaid contracts to 
reimburse public sector providers for STD-related services provided to plan 
beneficiaries, such as that developed by the Los Angeles County Department of 
Health Services, help ensure more equitable responsibility for supporting 
services (County of Los Angeles Department of Health Services, 1995). Local 
health departments should also consider incorporating performance 
requirements for STD-related services into any contracts with health plans. In 
addition, many federally supported STD clinics have provided free services to 
their patients. This has limited the ability of public STD clinics to obtain 
reimbursement from Medicaid for eligible patients. Public STD clinics should 
look to public health programs with a tradition of collecting patient fees and 
obtaining revenues from medical assistance programs, such as_ prenatal 
programs, community health centers, and family planning programs, as models. 
Health plans should provide enrollee access to public sector providers. As 
discussed in Chapter 5, some privately insured individuals may elect to go to a 
public STD clinic out of confidentiality or anonymity concerns or because of 
the perceived lack of quality or expertise in their health plan to provide STD- 
related services. Local health departments generally have not been prepared to 
bill private health plans for STD-related services, and since public sector 
providers are generally not in managed care organization networks, their 
services are considered "out of plan" and not reimbursed. This problem is made 
worse because health plans require enrollee permission for a provider to bill for 
services, thus threatening the very confidentiality sought by the enrollee. 
Therefore, the committee makes the following recommendation: 


¢ Health plans, including managed care organizations, should develop 
collaborative agreements with local public health agencies to 
coordinate STD-related services, including payment for STD-related 
services provided to plan enrollees by public sector providers, 
including public STD clinics. Local health departments should work with 
health plans to ensure fair reimbursement rates and confidentiality of 
services. State and local governments should require health plans that 
participate in Medicaid contracts to develop such agreements with local 
health departments. Collecting reimbursement for services will require 
health departments to develop billing capability for services, to seek 
permission from patients to bill, and, if this is denied, to require direct 
payment by the patient. In such cases, it is critical that patient 
confidentiality is not compromised. Given the current lack of data, federal 
health agencies such as the Health Care Financing Administration, the 
Health Resources and Services Administration, the CDC, and health plans 
should sponsor thorough evaluations of 
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the impact of privatization of STD-related services on access and quality of 
such services in various communities before such privatization can be 
confidently endorsed. 


Improving Training and Education of Health Care 
Professionals 


Many factors, including availability of diagnostic and _ therapeutic 
resources, are important determinants of effective clinical management of 
STDs. However, more than any other factor, effective clinical management of 
STDs is dependent on adequate training and education of health care 
professionals. No matter how efficacious a clinical intervention may be under 
ideal conditions, it will not be effective unless the clinician delivering the 
intervention knows when and how to use it. The current system of clinical 
training for health care professionals, as outlined in Chapter 5, is inadequate in 
preparing clinicians to effectively manage patients with STDs. Studies 
examined by the committee suggest that many health care practitioners in both 
public or private settings are not sufficiently prepared to provide STD-related 
clinical services. Unless they are accompanied by appropriate training, changes 
in policy, increased funding, and implementation of clinical practice guidelines 
are not sufficient to ensure quality clinical care. Programs to train health 
professional students and practicing health care professionals in STD 
prevention are critical to increasing the capacity of the health care system to 
address STDs. The committee is encouraged by the apparent increase in clinical 
training in STDs in medical schools during the 1980s and urges all health 
professional schools to build upon this improvement and focus on the gaps in 
training identified in Chapter 5. 

Inadequate professional training no doubt also contributes to the 
widespread tendency of clinicians to oversimplify and underestimate the 
importance of STDs. While STD diagnosis and management receives relatively 
little attention in health care training curricula, even less time is allocated to 
teaching STD risk assessment, patient counseling skills, methods of reducing 
risks for STDs, or treatment of sex partners. Training in diagnosis and treatment 
of sex partners is particularly important for health professionals who primarily 
treat persons of one gender. Discussion of risk and personal responsibility for 
sexual behavior is often awkward and uncomfortable for both the patient and 
health professional. As mentioned in Chapters 4 and 5, widespread 
misconceptions are shared by health professionals and their patients regarding 
STD risks, the signs and symptoms of STDs, and the importance of treating 
STDs promptly. These misconceptions contribute to the failure of many 
individuals with STDs, or at risk for STDs, to seek care and the failure of many 
health professionals to improve their own abilities to provide such services. 
There are limited data regarding the knowledge, skills, and training needs of 
specific types of health care professionals, and an assessment of these issues is 
necessary. 

Familiarity with population-based health promotion and disease prevention 
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techniques, skills in evidence-based clinical decision-making, and patient 
communication skills are essential for every clinician. Many clinicians, 
however, do not have these skills or are not being consistently trained to use 
them to effectively prevent disease or diagnose and treat patients with STDs. 
Given the limited amount of time that is available in educational curricula, it 
may be most appropriate to focus primary care training on a core set of clinical 
competencies. The clinical skills needed to effectively manage patients with 
STDs are consistent with those identified as essential for primary care providers 
(IOM, 1996b). 

Expanded training programs are urgently needed to ensure expertise in 
STD case management at the primary care level. In areas with university- 
affiliated public STD clinics, it is most efficient for primary care clinicians to 
develop expertise in STD case management given the high volume and range of 
STDs seen in these facilities. Thus, courses specifically designed for primary 
care providers should present the management of STDs within a primary care 
context, where patient care issues and other clinical resources are different from 
those of dedicated STD clinics. Continuing medical education courses should 
include STD practice management in settings without the specific diagnostic 
testing resources of an STD clinic and should emphasize patient management 
and partner treatment issues appropriate for a primary care setting. 

Given evidence that health information provided by primary care clinicians 
has resulted in positive individual behavior change, the committee believes that 
communicating effectively with patients regarding sexuality issues and STDs is 
a critical skill for primary care professionals. Training in this area can be 
conducted in a number of ways and environments. Training modules should be 
modified to ensure that primary care providers will be able to fully incorporate 
this type of training into their practice situation. 

The committee believes that training and education of health care 
professionals are paramount, but also recognizes the need to address other 
major factors that influence a clinician's ability to provide comprehensive 
services. These factors include practice format constraints such as inadequate 
time for risk assessment and counseling, especially within managed care 
environments that emphasize high productivity levels, and lack of 
systematically promulgated and institutionally supported approaches for risk 
assessment, screening, diagnostic testing, and counseling for STDs. In some 
situations, these factors may be problems of equal or greater importance than 
training. 

New computer and telecommunications technology should be applied to 
improve training of health care professionals. Awareness and _ clinical 
knowledge of STDs among health care professionals should be improved by 
distance learning activities such as televised courses, developing interactive 
software modules for teaching clinical skills, and increasing electronic access to 
clinical information such as clinical practice guidelines. For example, medical 
and other health professional students may be able to practice STD-related 
diagnostic and patient communication skills with interactive computer software. 


In addition, primary 
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care practitioners in rural areas or areas where specialized training in STDs in 
not available may be able to access training modules or courses sponsored by 
the CDC, professional societies, or other organizations through distance 
learning programs. Staff in academic infectious disease clinics, dedicated STD 
clinics, federal, state, and local health departments, and primary care providers 
can develop shared information networks to exchange new information and 
epidemiologic data regarding STDs in order to improve clinical and public 
health practice. In addition, through telemedicine, infectious disease specialists 
may be able to assist in diagnosis and treatment of patients with STDs. 
Therefore, the committee makes the following recommendation: 


¢ The training of primary care providers in STD prevention should be 
improved by: 


1. training based on a core set of clinical competencies, including population- 
based health promotion and disease prevention techniques, evidence- 
based clinical decision-making skills, and patient communication skills. 
The training experience should include experience in both dedicated STD 
clinics and primary care settings and instruction regarding techniques to 
promote individual behavior change and improve disease reporting; 

2. improving medical student training in STDs by encouraging medical 
schools to provide clinical instruction in STD clinics to ensure that 
students see a sufficient variety of STDs; 

3. conducting an annual survey of medical schools through the Liaison 
Committee on Medical Education of the Association of American 
Medical Colleges and the American Medical Association to determine the 
extent to which medical schools are providing appropriate instruction in 
STD diagnosis and treatment; 

4. expanding collaborations among federal, state, and local STD programs; 
health professional organizations; graduate medical education; and other 
health professional training programs to include STD diagnosis and 
treatment as part of continuing medical education for all primary care 
providers; 

5. providing additional federal support to academic health centers to 
establish clinical expertise and clinic-based training opportunities for 
STDs; and 

6. encouraging state and local public health departments to identify primary 
care clinicians and clinics serving populations with high rates of STDs 
and provide STD-related education materials, training modules, and other 
technical assistance to them. The CDC should work with STD clinical 
training centers to develop training programs specifically designed for 
primary care providers. 


Improving Clinical Management of STDs 


The major components of effective clinical management for STDs include 
appropriate screening, diagnosis and treatment, risk reduction counseling and 
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education, and identification and treatment of sex partners. Each of these 
components represents essential responsibilities of every clinician and needs to 
be improved and expanded. Appropriate clinical management of STDs also 
requires access to quality laboratory services for screening and evaluation of 
potential STDs. 


Improving and Expanding Screening Programs 


Screening allows for the detection of infected persons who would 
otherwise remain undetected, develop complications of STDs, and potentially 
transmit the infection to their partners. Screening is only effective, however, if 
appropriate treatment and counseling are provided to identified persons. As 
summarized in Chapter 4, the U.S. Preventive Services Task Force has 
identified effective clinical preventive services for STDs, and several agencies 
and health professional organizations have published similar recommendations. 
These guidelines are important in establishing preventive services for STDs as 
standard clinical practice for all clinicians. The full implementation of clinical 
guidelines will require additional investment of resources, but, as discussed 
earlier, many of these preventive services are cost-effective and some are cost- 
saving. 

Although the recommendations of various health professional groups 
regarding clinician screening are generally very similar, many of these 
organizations' recommendations differ in their definition of appropriate 
populations for screening. These and other differences in clinical guidelines can 
lead to confusion among clinicians and make it more difficult to ensure a 
consistent standard for STD-related clinical care. 

There is considerable need to expand screening programs for STDs, 
especially for chlamydial infection and certain other STDs.° Studies cited in 
Chapter 4 (e.g., Scholes et al., 1996), clearly show that associated serious health 
complications of STDs such as pelvic inflammatory disease and other 
reproductive health problems can be prevented by treatment of infections 
identified through screening. Expanded screening for STDs, particularly for 
chlamydial infection and in regions or population groups with inadequate access 
to health services, will have a significant impact in preventing health 
consequences of STDs among women. The committee does not recommend 
diagnostic screening for those viral STDs for which curative treatment or a 
clinically important intervention is not available. Given the association between 
HIV infection and other STDs and the impact of STDs on transmission of HIV, 
persons who utilize HIV testing and counseling services should also be 
screened for STDs as appropriate for the clinical setting. 

Screening programs should be appropriately focused and should be based on 
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surveillance data and knowledge of the populations or geographic prevalence of 
STDs. These expanded programs should utilize diagnostic tests that are 
appropriate for screening persons in a variety of settings. Family planning 
clinics, prenatal clinics, facilities that provide pregnancy termination services, 
and other settings where obstetric or gynecological care is available should 
screen and treat women and their partners for sexually transmitted infections. 

Premarital testing for syphilis, as a requirement for marriage licenses, is 
unnecessary and contributes little to containing syphilis because persons 
applying for marriage licenses are generally at lower risk for syphilis compared 
with the general population. Although these tests represent a source of revenue 
for some states, studies cited in Chapter 4 indicate that the number of previously 
undetected cases identified through premarital testing is extremely low; the tests 
are not cost-effective; and they have little public health impact. In addition, 
unnecessary testing may undermine public support for more appropriate 
screening programs, such as syphilis screening of women during early 
pregnancy. 

Therefore, the committee makes the following recommendations: 


¢ All primary care providers, including managed care organizations and 
other health plans, should implement the recommendations of the U.S. 
Preventive Services Task Force and the CDC regarding clinical 
screening and management of STDs. The CDC, the Agency for Health 
Care Policy and Research, the National Institutes of Health, and other 
federal agencies should collaborate with health professional organizations 
and representatives of health plans to develop comprehensive, consensus 
clinical practice guidelines for primary care clinicians for STD-related 
services including screening, risk assessment, and counseling and other 
clinical interventions to promote healthy sexual behaviors. These 
guidelines should build on the work of the U.S. Preventive Services Task 
Force and the CDC STD treatment guidelines. These agencies and 
organizations should also work together to minimize any differences in 
current recommendations regarding clinical screening and management of 
STDs and to promote consistent clinical guidelines. 

¢ States that still have laws requiring premarital syphilis testing as a 
condition for marriage licenses should repeal these laws. Resources 
devoted to such testing would be more effective if used in other ways. 
States that rely heavily on revenue generated by such testing should 
consider alternative sources of revenue. 


Improving Diagnosis and Treatment 


The CDC's STD Treatment Guidelines are a valuable resource that 
represent the standard for treatment of STDs. Such treatment guidelines help to 
promote appropriate therapy for STDs on a national basis. Compliance with 
treatment guidelines is important because it helps ensure that patients receive 
the most 
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effective therapy. However, as documented in Chapter 5, there is limited 
awareness of, and compliance with, these guidelines, especially among private 
sector health care professionals in some regions. Appropriate diagnosis and 
treatment of STDs is most effectively accomplished by improving awareness 
and training of clinicians. Clinicians are ultimately responsible for ensuring that 
patients and their sex partners who are diagnosed with STDs are appropriately 
followed up and treated. When the diagnosis of an STD is laboratory-based, a 
mechanism for communicating results and following up on treatment should be 
established between the patient and the clinician. 

Single-dose therapy for bacterial STDs is important in preventing 
complications and further transmission of STDs because it averts the problems 
of ineffective treatment associated with the failure of infected individuals to 
return for subsequent treatment or to take multiple doses of drugs. This attribute 
is especially valuable when treating disenfranchised persons. Single-dose 
therapy is most effective when it is directly provided and observed by the 
clinician, thereby ensuring patient compliance. Although single-dose therapy is 
more expensive than multidose therapy, it may be more cost-effective from a 
public health perspective for those populations in which compliance or follow- 
up are problematic. 

Therefore, the committee makes the following recommendations: 


¢ All clinicians should follow STD treatment guidelines recommended by 
the CDC and national medical professional organizations. The CDC 
should continue to publish and update the STD Treatment Guidelines. All 
health plans and national and state professional organizations, such as the 
American Medical Association, the American Academy of Pediatrics, the 
American College of Obstetrics and Gynecology, and the American 
Academy of Family Practitioners, should assist in the dissemination of 
these guidelines to their members and clinical staff. 

e Single-dose therapy for bacterial and other curable STDs should be 
available and reimbursable in all clinical settings where STD-related 
clinical care is routinely provided to populations in which treatment 
compliance or follow-up are problems. Such therapy should be 
reimbursed by Medicaid programs and private health insurance plans. 
Although the pharmaceutical industry has been willing to provide single- 
dose therapies to public STD clinics at reduced contract prices, some public 
STD clinics and other public programs still lack sufficient funds to offer 
single-dose therapy in all situations where it is clinically indicated. 
Therefore, the pharmaceutical industry should consider further price 
reductions for public providers of STD treatment. 


Improving Counseling and Education 


Risk reduction counseling and education of patients during routine clinical 
encounters and during evaluations for potential STDs are important components 
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of STD clinical management. The U.S. Preventive Services Task Force and 
other professional organizations have recommended that all primary care 
providers counsel patients regarding the avoidance of high-risk sexual 
behaviors as part of the periodic health examination. The committee believes 
that although the ability of clinician counseling in primary care settings to 
change behavior is unproven, focused counseling in both specialized and 
general clinical settings has great potential for changing behaviors related to the 
transmission of STDs. The effectiveness of client-centered counseling for STD 
prevention in a randomized behavioral intervention trial (Project RESPECT) 
was mentioned in Chapter 4. Thus, counseling is most likely to be highly 
effective when it is tailored to the individual and is provided in the context of, 
and reinforced by, other individual-focused and community-based 
interventions. The experience of STD infection presents an important 
opportunity to motivate behavior change. 

Counseling and education are especially important for adolescents and 
other groups at high risk of STDs. Major barriers described in Chapters 4 and 5 
that hinder clinicians from providing counseling are primarily lack of training 
and skills in counseling, lack of time allocated for counseling, and lack of 
reimbursement for such services. To maximize the time available for 
individualized counseling, new methods of providing information, such as 
interactive computer software programs and use of other clinic-based 
counseling staff, should be used to supplement person-to-person counseling by 
time-constrained clinicians. It is important to develop and evaluate such 
innovative approaches to counseling and education because some clinicians 
may be unable, for various reasons, to provide comprehensive preventive 
services in all the primary care areas that are expected from them. These 
approaches not only reinforce prevention messages delivered directly by 
clinicians, but also allow clinicians an opportunity to provide more effective, 
individually tailored prevention messages. 

Therefore, the committee makes the following recommendation: 


e All health care professionals should counsel their patients during 
routine and other appropriate clinical encounters regarding the risk of 
STDs and methods for preventing high-risk behaviors. Counseling for 
STDs, including HIV infection, should be reimbursed without 
copayments or other financial disincentives by Medicaid programs, 
managed care organizations, and other health plans. The 
recommendations of the U.S. Preventive Services Task Force regarding 
counseling for high-risk sexual behaviors should be implemented. Clinical 
encounters, such as the new diagnosis of an STD or unintended pregnancy, 
evaluation for HIV infection, or the prescribing of contraceptives, present 
unique teaching opportunities, when patients may be particularly receptive 
to health education and counseling; these opportunities should be utilized. 
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Improving Partner Notification and Treatment 


As discussed in Chapter 4, identification and treatment of partners is an 
essential component of STD clinical management because it reduces further 
transmission of STDs, prevents reinfection, and reduces risk of long-term 
complications of STDs in the infected partner. The case-finding activities of 
STD disease intervention specialists have been effective in containing outbreaks 
of bacterial STDs in discrete communities by promptly identifying and treating 
infected partners. In some countries, such as Sweden, partner notification for 
gonorrhea, syphilis, and chlamydial infection has been highly effective. 
However, the current methods of partner notification utilized by public STD 
clinics in the United States are extremely resource-intensive, inefficient, and in 
need of redesign. This is especially important given the high incidence of STDs 
among persons whose partners are unidentifiable, not easily reached, or 
uncooperative (and often participate in extended sexual networks). 

No single model for partner notification is appropriate for all communities. 
One approach is to identify sex-partner networks in high morbidity areas and 
screen and treat members of the network. Another option is to replace the 
current method of notification with a combination of outreach efforts to identify 
partners and other individuals at high risk for STDs. The optimal combination 
of activities that are most effective at reaching persons at risk for STDs will 
vary depending on the local epidemiology of STDs, available resources, and the 
spectrum of local public and private health care professionals treating STDs. 

STD programs need to develop new strategies and techniques for 
community outreach in partnership with other health care professionals rather 
than relying solely on health department or public STD clinic staff. It is 
essential that disease intervention specialists be sensitive to the local 
community. Other approaches include involving community-based 
organizations, designing and implementing outreach and screening activities, 
motivating private health care professionals to assist in partner notification, and 
assisting and motivating index patients to notify and assist their partners in 
seeking treatment. Limited data are available regarding the effectiveness and 
potential benefits of different approaches to partner notification, and further 
research is urgently needed to identify innovative and more cost-effective 
strategies for partner outreach at the individual and community levels. 

As reflected in the committee's model, notifying partners of potential 
exposure to an STD should be a major responsibility of those persons who are 
infected. Community norms regarding the roles of groups or individuals in 
patient and partner referral need to be changed. However, health professionals 
need to recognize that certain individuals, especially adolescents and women, 
may experience difficulty notifying their partners and will require assistance in 
doing so. Few efforts have been made to explore the factors that affect the 
willingness or 
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ability of individuals to participate in patient referral, and research in this area is 
important to improve the overall effectiveness of patient referral. 

Partner treatment should be addressed as part of the comprehensive STD 
care of anyone with an STD, whether managed in the private or public sector. A 
comprehensive strategy for partner outreach needs to include private sector 
health care professionals, because they treat a large proportion of STDs. Health 
care professionals who primarily treat patients of one gender (e.g., obstetricians 
and gynecologists) should be given appropriate training to improve clinical 
management of sex partners. Managers of clinical settings need to identify and 
address other potential clinic-specific barriers to effective partner diagnosis and 
treatment. 

The concept that partner treatment is part of standard STD clinical 
management should be reinforced among private sector clinicians as well as 
among health plans. The committee believes that health care professionals and 
health plans have an ethical and public health obligation to ensure that the 
sexual contacts of their patients with STDs are notified promptly of potential 
exposures, counseled regarding risk factors for infection, and offered diagnostic 
testing and treatment. The responsibility for these activities in private health 
care settings historically has been relegated to public health agencies. This is 
often an inappropriate or ineffective method of ensuring prompt notification, 
counseling, testing, and treatment. The committee also believes that this 
obligation extends beyond health plan members because health plans have a 
responsibility to improve the health of the communities from which they draw 
their revenue (Showstack et al., 1996). As previously mentioned, treating 
partners in the community is in the long-term interest of both the health plan 
and health plan members. 

Therefore, the committee makes the following recommendations: 


¢ State and local health departments, with the assistance of the CDC, 
should redesign current partner notification activities for curable 
STDs in public health clinics to improve outreach, mobilize public 
health staff in new ways, and enlist support from community groups or 
other programs that provide services to high-risk populations. Changes 
in the system should be driven by results of cost-effectiveness research and 
formal prevention intervention trials on innovative approaches to partner 
notification. Communities and clients should also be involved in designing 
partner notification approaches to improve effectiveness and acceptability. 
Identifying sex-partner networks in high morbidity areas, with screening 
and outreach activities occurring within high-risk networks, should be one 
component of refocused partner notification activities. The CDC should 
support research to identify and evaluate innovative and cost-effective 
strategies for partner outreach and to determine those factors that may 
influence personal behavior or responsibility related to patient referral. In 
addition, local health departments should promote the coordination of 
partner notification 
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activities by establishing linkages with other public agencies and private 
health plans. 

¢ All health plans and clinicians should take responsibility for partner 
treatment and provide STD diagnosis and treatment to sex partners of 
plan members or others under their care as part of standard clinical 
practice. Diagnosis and treatment of partners should be reimbursable 
by third-party payers, including Medicaid, or by the partner's health 
plan if he or she is insured. All health plans and appropriate private health 
care professionals should participate, and develop capacity, in partner 
notification. Health professional organizations should educate their 
members regarding the importance of partner diagnosis and treatment. 


Improving Availability and Capability of Laboratory Services 


As reviewed in Chapter 4, access to appropriate laboratory testing is 
critical for accurate diagnosis of STDs and STD screening programs. Clinicians 
may have limited access to materials for diagnosis or laboratories with 
appropriate diagnostic tests. Therefore, qualified laboratories need to be 
available on a regional basis and do not need to be located in every clinical 
facility. Quality control and standardization of diagnostic tests are essential and 
should be systematically performed. Qualified public sector laboratories are 
available in many areas, but long-term availability of these laboratories may be 
jeopardized if health plans do not provide reimbursement for services or if 
competition with established commercial or hospital-based laboratories 
increases. Clinicians need to be aware that specimen adequacy and proper 
handling and transport of diagnostic specimens are needed to ensure accurate 
test results. Even with access to diagnostic testing, clinicians must have 
adequate training to appropriately select and interpret such tests. Use of nucleic 
acid detection rather than culture and sensitivity analysis, and syndromic 
diagnosis rather than laboratory-based diagnosis, may reduce the capability of 
public sector laboratories to perform certain public health functions such as the 
monitoring of antibiotic resistance of sexually transmitted pathogens. Public 
STD laboratory expertise should be maintained at the federal, state, and local 
levels to support clinical care of patients, monitor microbial resistance, and 
support surveillance of emerging STDs. 

Therefore, the committee makes the following recommendation: 


¢ Public sector laboratories should be reimbursed for STD-related 
laboratory tests performed on persons who have private health 
insurance coverage. Such laboratories should develop mechanisms to bill 
health plans for laboratory services. State and local health departments 
should negotiate adequate reimbursement for such services from health 
plans. In addition, public sector laboratories should ensure that the quality 
and cost of their services are competitive with those in the private sector. 
Qualified STD reference laboratories should 
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be preserved at the regional level and strengthened where regional 
capabilities are lacking. Outsourcing and collaboration with private or 
university-based STD reference laboratories should be considered in 
sustaining and developing public sector reference laboratory capabilities. 


COLLABORATING TO IMPROVE SERVICES 


In this section, the committee describes potential models for how the 
various providers of clinical services can work together to improve access to, 
and quality of, clinical services. In examining potential models for delivering 
services, the committee considered the many ongoing programs that they visited 
and heard about during the course of the study. The committee believes that the 
programs summarized in Appendix I serve as valuable models for agencies and 
organizations that are planning to develop collaborative activities. Because most 
of these programs have not been systematically evaluated for effectiveness, the 
committee does not necessarily endorse these specific programs, but rather 
encourages agencies and organizations to use these examples as the basis for 
developing collaborations to improve services. 


Collaborating with Other Public Sector Health Programs 


As in the case of community-based and private sector clinics, local health 
departments that provide STD-related clinical services should ensure that such 
services are provided in primary care settings, including reproductive health 
programs. The DeKalb County health department in Georgia, for example, has 
integrated STD and HIV screening and counseling services and is beginning to 
provide both services in family planning and primary care clinics. Some of the 
most promising efforts to provide STD-related services along with other public 
health services are focused on high-risk populations. For example, the Teen 
Services Program, sponsored by Emory University at Grady Memorial Hospital 
in Atlanta, and the Young Adult Clinic, operated by the Chicago Health 
Department with Vida/Sida, a community outreach program, target high-risk 
adolescents and young adults in inner-city communities. These projects focus 
on the comprehensive health and social needs of populations and individuals 
within the community, not just STDs. They bring together high-priority services 
for adolescents and young adults, such as STD screening and treatment, HIV 
testing and counseling, and contraceptive services and pregnancy testing, in a 
comprehensive health care setting. Although the Chicago project focuses on 
STDs, including HIV infection, and the Atlanta project focuses on pregnancy 
prevention, both emphasize education and behavior change related to sexuality. 
They are also both closely linked to schools; the Grady program is closely 
aligned with the Atlanta middle-school curriculum. Both programs also utilize 
"peer experts" who provide outreach and education to other adolescents. 
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These various models reflect many of the characteristics of the Youth 
Clinics implemented in Sweden in 1972. There are 187 such clinics in existence 
in Sweden-a country with a population under nine million. These clinics 
provide comprehensive services to adolescents and are credited with a major 
positive impact on prevention of STDs and unintended pregnancy. 


Collaborating with Community-Based Health Programs 


Community-based health providers such as community health centers, 
family planning programs, and school-based health clinics are potentially 
important sources of STD-related services because they serve a patient 
population with a high prevalence of STDs. Although many community-based 
health programs currently provide STD-related clinical services, most have not 
made STD prevention a priority, despite its high prevalence in their patient 
population, and some do not have expertise in providing such services. There 
are, however, some notable exceptions to this observation. 

Programs that provide family planning services, for example, have long 
recognized the importance of integrating STD clinical and educational services 
into family planning services, although not all programs provide STD-related 
services. In Chicago, Planned Parenthood provides STD- and HIV-related 
services in the context of comprehensive primary care for women and 
adolescents, while focusing on reproductive health. Using a population-based 
public health approach, the Chicago Planned Parenthood program provides 
outreach and education services directly to several high schools and through its 
clinics. The West End Community Health Center in Atlanta has developed a 
substantial STD program and provides STD-related services along with 
extensive primary care services. In this comprehensive model, clients receive 
STD screening, diagnosis, and treatment through their primary care provider of 
choice. Outreach, follow-up, and special counseling and education are available 
through clinic-based staff in collaboration with the local health department STD 
program staff. Most important, services are centered on the patient, coordinated 
by a primary care provider, documented in a single medical record, and 
monitored by relevant public health agencies. 

In addition, local health departments in several cities (e.g., Baltimore, 
Boston, Denver, Minneapolis, and Portland) have developed collaborative pilot 
programs linking school-based health centers sponsored by the health 
department with local managed care organizations (Schlitt et al., 1995; 
Zimmerman and Reif, 1995). These programs provide comprehensive primary 
care, easily accessed at school, and multidisciplinary health education, health 
promotion, and mental health and social services. All routine STD- and 
reproductive-health-related care is provided through these centers. Agreements 
with the participating managed care organizations have enabled the providers in 
the school-based health center to 
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act as primary care providers, referring plan enrollees to other plan services as 
needed. 

An example of an effort to promote collaboration at the national level is 
the CDC's National Partnership to Prevent STD-Related Infertility, which is 
intended to prevent infertility and other serious complications of chlamydial and 
gonococcal infections. The partnership seeks to prevent these infections through 
collaborations with a variety of traditional and nontraditional stakeholders in 
STD prevention. The action plan for the partnership focuses on coordination 
and integration of STD-related services, public education, health professional 
education, quality assurance for diagnosis and treatment, community-level 
behavior change, and surveillance and program evaluation (CDC, DSTD/HIVP, 
1995). In addition, the demonstration projects cosponsored by the CDC and the 
Office of Population Affairs are increasing collaboration among dedicated 
public STD clinics, family planning clinics, and public laboratories. The 
committee believes that these types of collaborative approaches should be 
expanded to all STDs. 


CONCLUDING STATEMENT 


STDs are hidden epidemics of tremendous health and economic 
consequence in the United States. They are hidden because many Americans are 
reluctant to address sexual health issues in an open way and because of the 
biologic and social characteristics of these diseases. STDs are diseases of 
national and global importance that have a dramatic impact on local 
communities. All Americans have an interest in STD prevention because all 
communities are impacted by STDs, and all individuals directly or indirectly 
pay for the costs of these diseases. STDs are public health problems that lack 
easy solutions because they are rooted in human behavior and fundamental 
societal problems. Indeed, there are many obstacles to effective prevention 
efforts. The first hurdle will be to confront the reluctance of American society 
to openly address issues surrounding sexuality and STDs. Despite the barriers, 
there are existing individual- and community-based interventions that are 
effective and can be implemented immediately. Although these interventions 
are not perfect, they can have a synergistic, positive impact in reducing the risk 
of STDs in the population. That is why a multifaceted approach is necessary at 
both the individual and community levels. Populations at high risk, such as 
adolescents and disenfranchised persons, will need special attention. 

An effective system of STD prevention in the United States will have to be 
developed at the local, state, and national levels, with full participation of both 
the public and private sectors. Many of the essential components of an effective 
system already exist, but they need to be integrated or coordinated, particularly 
at the local level. Many of these components also need to be improved and 
redesigned in order to maximize effectiveness and optimize resources. This 
means that many stakeholders need to redefine their mission, refocus their 
efforts, modify 
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how they deliver services, and accept new responsibilities. In this process, 
strong leadership, innovative thinking, partnerships, and adequate resources will 
be required. The additional investment required to effectively prevent STDs 
may be considerable, but it is negligible when compared with the likely return 
on the investment. The process of preventing STDs must be a collaborative one. 
No one agency, organization, or sector can effectively do it alone; all members 
of the community must do their part. A successful national initiative to confront 
and prevent STDs requires widespread public awareness and participation and 
bold national leadership from the highest levels. 
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